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■ . . ' PREFACE 

•• • V ' . ' • 

^ . The_^worldwide eradication of disease is a declared major goal} of United 

* States healt^i efforts, and/oid to all nations toward the elimination of hunger, 
and sickness is an aini that has been officially eounciateS on several occasions. 

. Much progress* in these directions has and is being made, and the 'John E. 
Fogarty International Center ter Advanced Study in the Health Sciences is 

• playing a part in this progress. 

Established as part of the NaUonal Instituted of Health in July 196&, and, 
' nan/ed njemory of the4ate Congressman John E. Fogarty of Rhode Island, 
'the Center is an Organization envisioned by Mr.' Fogarty and called for in hi€ - 
address to the third National Conference oh World Health in September 1963, 
as **a great intemati6nal center for research inbiblogy and mediicine dedicated 
to international cooperation and collaboration in .the- interests.of' the health of 
mankinAr" ' . , • . \ 

The'-Center seryes as the communications pulse for scientific mformation 
' emanating from abroad and provides American and foreign scientists oppor- 
tunities to deal with /complex^, problems of vital concern to niankind's 
• ^ well-being. These bpfwrtunities and serVices are inherent in the Center's 
International Education Prograra, in its International* Fellowship Program, the 
Visiting Program for Foreignf Scientists and the International Research 
^change Pr^ram which enables Amjerican health professionals to .study 
abroad. • * > 

Many and var^d health-related topics have been investigated by the Center's 
Scholars-in-Residence Pro-am, by a corttinuing program of conferences and 

* seminars, and by its 6-year-old Geographic Health Studies Program. This latter 
enterprise has undertaken a series of studies designed to obtain and dissemiiiate 
comparative feiowledge of the health care systems of other countries. 

This document is the^llmd iA a series of studies which examines the British 
National Health System," whicit was developed abound an advanced medft:al- 
scientific capability. It represents an alternative approach to a health delivery 

\ ' system, relying, significantly upon regional and local authorities to plan and 
providethe sendee. Studies of this health system will^erefore.permit access to 

* * ' kno>\^B|e and experience beneficial to other' countries seeking to provide the 
most embient health care for its people. Additionally, it is hoped that 
knowledge of medicine in the . United Kingdom will provide a batias for 

• improved cooperation' between clinicians, health scientists and health adminis- 
>^ trators in the United States and the ^United King^dom. 

The principal discussant of this docuijient. Sir George E. Godber, conducted 
''Conversations" during his appointment as a, JSchohr-in-Residence at the 
.Fogarty International (^jnter. As a former Chief Medical Officer of the 
^ Department^ of Health and Social Security^ Sir George Godber is eminently *^ 
^ qualified to discuss the parlous aspects ;of the National Health .Service^ He 
.brings an , international perspective to his observaftions since he has visited most 
^ : jf the countries gf Europe and is acquainted with patterns of Org^ization of 
. • ^ health services 'in theie cpujjtries and in North and South. America and 
\^ Australia. ^ ^ . ^ • • 
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Inquiries* abouyhis and other publications of the Geographic Health Studies 
" Program, which are listed elsewhere in this book, should be dire9ted to Dr. 
Joseph R. Qumn, Geographic Health Studies Program, Fogarty International 
Center, National Institutes of Health, Bethesda, Maryland 20014. 

h. • . 
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. / . * September 10, 1975 

. THE EVOLUTION OF tMe * • 
NATIONAL HEALTH SERVICE r . ' 

. DR. MILO LEAVITT It is* a great pleasure for me to introduce our 
speaker Jhis afternoon, Sir George Godber. Like many members of the 
international community, I have known Dr. Godber for many y^ars, bpth in 
Her Majesty's Service as concerned with the National- Health Service of Great 
Britain, an'd during his attendance at many World Health assemblies, apd for his 
contributions to the World Healtii Organization itself. 

Before his retirement frum government service, he was Chief Medical Officer 
of the British Pepartnient of Heahh and Social Security . Since retiring he has 
been ver> much in demand by audiences here and abroad and his services have 
been sought for a variety of international activities. 

. With his *talk this,afternoon, which w^ wbuld^like to be very informal. Sir 
George introduces a new Fogarty Center series, a British Heahh Series, which is 
a component of the Center's Geographic Health Studies Program. In view of 
the attention being given in the United States'.to the development of national * 
health msurance, and to ,the ultimate possibility of a national health service ^ ^ • 
this afternoon's topic, Jhe Evolution of the National Health Service, should be ^ 
particularly interesting. , ^ , 

sfk GEORGE GOpBER: Thank you very much. I need hardly say that I . 
am very glad to be here and most proud to have been invited to come here as a 

, Fogarty Scholar. I have been in this room and in this building a good many 
times before at jheetmgs, but now I have to try and convince myself and you 
that bringing me here has really been worth the effort on the Fogarty Center's 
part./ ' ' ^ 

1 am scheduled tP do ten sessions on this subject, and during this initial 
meeting it is my intention to talk not so much about wh^t the British National 
Health Service is doing now, -as how it evolved, going a long wayxback. My 

"reason for doing this is that I believe there^ are illusions among the professions 
and the pubHc that you can suddenly, as it were, go to the legislature one day 
and say, "Let us have a health service." And they will say, **0h, good idea. So 
be it." And the next day you introduce a heajth service, something you didn't 
have before. Well, nothing could be further from the, tmth.'Of course, a health 
service builds up, as we all know, over many, many years but what we hadin 
Britain on July 5, 1948-which was tiie first day of the National Heahh 
Service-was just what we had had on July 4, but we paid for it differently. 
That is really What happens on your appointed day. j 

Once, about a year aftfer the British National Heahh'Service's beginning, I 
was speaking to a group of students in Cambridge^. They included some people 
vAio were clearly" hostile and one, who was equally^" clearly the sorTofa ~~ 

• disenchanted established doctor. The latten posed a long rhetorical question, 
ending up with. "Why July 5?" To which 1 replied, "It was the middle Monday 
in the year, and that is as goQd a reason as I know for starting anythmg, if you 
cannot take the flfst of the year." ^ ' 
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What I am saying is that the evolution of health services in any country, and 
in Britam the same as anywhere else, depends a great deal uppn the pattern of 
orgamzation of society, both central and local, ft has to be local as well as 
central, it is an illusion to believe that personal health care can be organized 
from a government department. This is mipossible-the best contribution that a 
government department can make is to provide satisfactory loeftl agencies in 
support of the provision of health care. Oth^r factors influencing the way it.is 
, ^ done ^re the structure ^ the distribution and thai influence of the medical 
profession -and thoseVof course, change over the years. So that the way health 
service negotiations might have started with the medical profession in Sweden, 
where there was, a rather different relationship with government, was quite 
different from '.the method of starting in Britaiii. Then then? are also the 
chaftging needs and capabihties of the protagonists of health care, changing 
health nee4s because the techniques of Health have enabled deahng with 
communicable disease. Thus there suddenly are problems that are not new^, but 
problems for which there previously had not been time or aptitude, such as 
chronic and degenerative illnesses and the burdens they put on people. 

Of course,^ the new developments of pharmacX)logy and the pharmaceutical 
industry contribute very largely to what can be done by providing vaccines and 
. drugs that really do something. Whereas, for example, 50 years ago wejiad 
quihine and tjiyroid extract, we did not have insulirt, we had the alkalis for 
some urinary infections and we had aspirin, but what else was there? Even the 
aisenicals for treatment of Syphilis, for instance, were rather risky to use ^nd 
not whplj.jl' effective. 

- ^ Therefore,, the stage we have reached in the technical develojjment of health 
is going to make a considerable difference to the urgency with^which we face 
the need to provide for it.* There is also the pubhc perception of the need for 
pro^ction and care. At tlie beginning of this century people were taking \Vhat 
came with a great deal less expectation from the medical profession than they 
would today. After all, people such as* Hippocrates or Democedes perhaps 
opined about certain disease eventualities, and doctors at the middle of the 
IF nineteenth centur«> hadn't progressed much further, and maybe weren,'t even' 
as accural^. But now the pubhc knows that medicine can do a great deal, 
expects much more from it, and requires to have it explained. 

There are also precipitating factors for change, like Jitiancial stringency, 
which necessitates a search for the simplest, most economical way of providing 
services. Industrial changes, too, lead to movement of population and, 
precipitate, the need to provide organized health services; and a major war will 
completely change the outlook of a grOup of people who have experienced an 
organized health service, perhaps in the forces of their country, during 
wartime. " ' 

In the USSR, or in other countries whichhave face'STrevblut^pn, a socjal 
revolution leads to an immediate decision to introduce something organized for 
the care of health. And all those things, except revolution, came together in 
Britain' in the period 1946-48. But I go back toTecapitulate a little of what 
was happening e^Her, before that. 

In the nineteenth century in Britain personal healthcare was regarded as 
being N^iioUy the responsibihty of the individual. But groups began to organize, 
^ among the poorer people at least, in order to provide some sort of |)repayment " 
insurance. This was done on a much more extensive scale in other European 
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countries, particularly Denmark and Prussia, but in Biitain by the end of the 
century there were large Friendly Societies, as they were called, providing 
under contract with doctors some kind of medical care, as well as payments 
4uring illness, to their members. They drove pretty h^rd bargains with tlie 
doctcfrs with whom they (contracted. That,, indeed, was one reason'^di^ a 
national VDrganization pf insurance-provided service later 'became necessary. 
Befofe that, from 1835 on, there had been the Poor Law system for taking care 

^ of indigents and, since the term indigent would sometimes includj^those wfeo 
were, sick, Jhe Poor Law system had to make some provision foj^the care of 
people who were ill. 

In this same era came the beginning of concern with the environment which, 
being conducive to the spread of communicable disease, was the^cause of much 
mojtality*at that time. From roughly the middle of the nineteenth century, 

> government began to concern itself with improving sanitation, particularly m 
^ towns, a concern brought about by the movement of population during the 
industrial revolution. 

There was established in Britain in 1848 a central authority-a central board 
of health under the Privy Council, in addition to already-established local 
bodies responsibly for health care in towns. The major health legislation of the 
nineteentH century occurred in 1848 and 1875, and was directed mainly 
toward control of sanitation a"hd water quality, the clearance of wastes and so 
oil. This legislation was beginning to produce substantial effects on health even 
before the nature, of infection was known. But once the nature.of infection 
^ began to -be understood, communicable disease control began to be>undertaken 
more systemically and the establishment of hospitals for isolating patients 
suffering from infectious disease-in addition to those already existing for the 
isolation of smallpox-became general from about the year 1880. Before that 
time, the principles of isolation were .so little understood that in the days when 
smallpox patients were isolated it was the custom for the drivers of 
horse-drawn ambulances to stop, at public houses on the way to theJsolation 
liospit^The driver would regale himself and the public would' look at the 
unfortilnate patient through the back door of the ambulance. This led to the ^ 
behef that infection escaped from smallpox hospitals, but what really was 
happening. was that ho one was taking care of the infection from -the patients 
going into them. ' ' ^ ^ 

By then, too, the segregation of others thought to be dangerous to ^e 
public, such^as 'those wha were mentally ill or seriously mentally handicapped, 
began to be undertaken, usually in large institutions behind^higfi brick walls, 
out in the cduntiyside. There was little, idea of treating the unfortunate 
patients. But in tl>e middle of the century tKere N^as a very rapid growth of the 
voluntary hospital movement which had led earlier to the establishment of 
famous teaching hospitals litc^ Guy's ancl St. Thomas's in the previous century, 
and St. Bartholomew's as far back as monastie times. This movement spread 
throughout Britain in the eighteenth century. 

— ^mebody like Beiijamin <5ooch of Norwich, who was' that city's most 
distinguished doctor at the be^nning of the last century, was actually 
instrumental in collecting the money to build a hospital which-the building-is 
today still in use as the postgraduate, center for the Norfolk-Norwich district. 
Indeed, I had the privilege of opening it as a postgraduate center when we 
replaced it' with a new hospital building just 2 years ago. But- those hospitals 



which started as places .for nursing. the sick poor as opposed to elderly, 
permanently incapacitated and chronically sick people, began to be,used-by the* 
medical schools and by the developing specialties m the. medical profession in 
order to provide care for the acutely ill rather than ^upport^ for the sick poor, . 
i.e., those suffering from acute illness rather than those who necessarily had to 
stay for a longer time. * ' 

At the same time the profes&ion of, medicine was getting organized. 
Physicians and surgeons as specialist's had^ been organized in Londoa, 
Edinburgh, Glasgow and Qublin for many years before the start of the 
nineteenth century. But the^roi^p from which general practice has mainly 
come, the apothecaries, although ,they had been organized from the seven-' 
leentH century, began to develop with the establishment of the ftr^t qualifying 
medical "examinations in Britain in'l816. The more prestigious Royaf College 
of- Surgeons and Physicians in London took another 40-years to follow the 
progressive example of the general practitioner's. ^ ^ 

In the latter part of the century the universities and their medical schools, 
outside LonJon, wete developing more rapidly than the hospital-based schodfk 
in that city. The London schools (which perhaps are §till those with the highest 
prestige in Britain)' today "canaot really be said tp deserve pre-eminence wUh , 
the expansion of umvirsity-based schools -which were establist\pd as such 
before most of the London schools were transferred to universit^s. Inciden- 
taUy^he latter event was a by-product of establishment of the National Health 
Service) ' ' ^ * . * » . ' ^ 

^ One thing ^hat happend in Britain and which distinctively different from 
events'in the United States, is that the specialist-general practitioner relation- 

. ship changed. The internists had fought physically and legally with the 
apothecaries in earlier ^centuries and^only slowly had conie 1o some sort of 
division of function between them, with the physipians acting ais consultants 
upon patier\^ts referred to the.m by apothec^nes. And apothecaries, wholiad 

" originaUy been more druggists than doctors, had become the doctors delive"rin@ 
most medical care in Britain and were distnbuted over the wk^le-of the 
country by the* end of the niheteenth century. Sortie nutsifig scoffs had be^n 
established. Florence Ni||j^gale, .for instance, had- established the nursing 
school at St. Thomas's'l^Hj^, and the Quejen's Institute of District Nursing 
had established nucsingl^^res" which,* through*^voluhtary brganizatjjjj^, were • 
available to people in their own home, maini); in Tural'arf^. , . 

Later, in the period ^ ^900-39, personal preventive cart .beg^n^ to be 
organized. At first, this was on a voluntary bas^s to*provide Nvell-baBy care and , 
some antenatal care,, from about 19P0 on\^rds.,This developed slowly up to 
1919, at the end of 'World 'Wars I, by which time' it^ had becoa^the 
re§ponsibilky^of so^e of the larger local government agencies. The^Bool 
Health Service had been established in 1907 because of the findings of 
unfitness* of so man>^ recfuits at the time of the South African W^r, an ^ 
experience vrtiich I befieye was later repeated in the United' States, at times of 
recmitment for wars. 

In 1905, a Midwives Act established the training and control of midwivei 
who, from then on, took care of an inaeasing proJxortiQn 6f the deliveries of 
pre^ant women. The Friendly Societies in^their 'contract practices had 

» developed further,, but it wasn't until 19ir^at *a reforming Liberal 
Gdveqiment with Uoyd George as its lekder rfi this respett, decided that there 



must be a universal health insurance program on behalf, at that time, only of 
insured workers. Now, that differs from some of the arrangements made by the 
strdnger health insurance organizations in some of the Western European 
countries, notably the Federal Republic of Germany anjj Denmark, where 
dependents of insured workers were brought into the insurance system. 
However, a British insured worker who was entitled to free medical care and 
was paid something in lieu of his wages if he was sick, had to make his own 
arrangements for any care that his family might need. Inevitably, in those 
circumstances, in the poorer groups the family went short of care. 

Traditionally, the medical profession invariably shfes away from any kind of 
organization of its services. And in i 9 10 and 1911 in Britain it ran true lo 
form, for there were proposals for the wholesale withdrawal of doctors from 
^§ervices in particular areas,>{and there ^were even doctbrs who, because of Iheir 
known resistance to national health insurance, as late as 19 1 1 found themselves 
tlueatene^ by mob.s. Then, again, as always happens when government and the 
popple want' to go the rij^t way and the doctors do not, the doctors were 
finally persuaded to give in by those exhibiting greater good will, and national 
health insurai^ce was int reduced in 1 9 1 1 . 

At that time doctors tended to have their own insurance, clubs in order to 
take ca/e of the dependents of insured workers, and this 1911 national 
insurance had one very interesting by*product-a small part of the contribution 
made by workers was set aside to support medical research. Before World ^yar I 
a Medical Research Committee was established using funds from this source,^ 
not funds contributed by the government. Also, a small part of this money was' 
set aside for providing what was called sanatorium benefit for the tuberculous, 
at a^time \\iien such sanatorium care was a relatively new development. 

World War I sharply increased concern about the health of children, and also 
'increased the demand for 'intervention by local governirient. Manyiofthe 
elected councils of cities and counties had not used their powers ta^proyide 
antenatal and welltbaby care, and it was not until a parliamentary A$|in?1920 
placed a duty oft them to provide such services*, that peoplcj in allf^^t^f^thie 
country began to benefit. 

Later, in 1920, the Xlinistry of Health was established. (I willwirafing ' 
more about this on a later occasion.) The Ministry brought together mbsi of 
the health functions of government and acted as a supervisory body over local' 
authorities req)onsible for providing health care, and over local comrni^iees 
responsible for administering national health iftsurance. Thus, the- pefTtral 
govemfhent's activities in health areas, which previously had been conducted as 
a relatively minor activity of the Local Government Board, now became the 
major concern of the Ministry~a full*scaje govenmient department. Other 
professions were also beginning to be organized at this tinie; nurse registration 
dates from 1920 and the registration of dentists from 1921. 

From then on the development of organized health facilities progressed 
much more rapidly. Increased health responsibilities ^yere 0ven to larger 
elected city and county local authorities, which, unlike those in Sweden, New 
Zealand or Denmark, had other large local government responsibilities. So, 
although these British authontiwrfiad increasing health responsibilities to 
discharge, using locally-raised tax funds, they had other even larger respon- 
sibilities such as education, the . provision of roads • and control of the 
environment, and these took up more of their concern than did the health 



responsibilities. They were later to inherit, in 1929, the responsibility for 
operating the Poor Law, which sinlce Elizabethan times had been running as a 
local means of taking care of the mdigent'^ and which- by this time had a large 
health component; indeed, it probably had more ^nonpsychiatric hospital 
beds than did the nation's othir hospital authorities altogether. * , 

In, 1929 and 1il 1933 legislation con^liidated the responsibilities ' of 
locajly-elected governments ^nd gave them power to put all mstitutlonal heaHR 
care under their health organizations (rather than their welfare system^). That 
was a significant change because locally it w^s bringing together the various 
components. of health service. s 

Tfirqughout this, period, the voluntary hospitals had continued to gjow,but 
they had also continued to be mcreasingly selective in the patients for whom 
they cared.' Originally set up to house the sick poor, 'they had become places 
where doctors with specialized training were providing care for acutely-ill 
patients who stayedf in hospitals for relatively^ short periods. Just as general 
practice and specialist practice had been separated outside hospitals-so that 
the specialists saw only patients referred to them by general practitioners-the 
stiff pdSts in hospitals where specialist work was performed also came to be 
available only to selected people, people selected for their specialized 
qualifications. Physicians in good standing in the area did not have admitting 
privileges, unless selected, save to small cottage hospitals in rural areas. ' 

But in the 1930's .medical discussion of a health service for^the nation was 
becoming commonplace. A report by Lord Dawsbn, which was the result of a 
committee's work in the early 1920's, was very widely read in Britain and 
elsewhere. This suggested a regional basis for providing health care. Discussion 
in the medical profession, abbut the desirability of providing a health service, 
mainly centered on questions such as ^(fhether*&r not it should cover all the 
people. (The, service in Denmark, for instance* until quite recently differ- 
entiated in Its provisions according to income level.) But, of course, hospital 
services and general practitioner services had been developing continuously, all 
this time, whatever administrative discussions there might have been, and one 
thing that national health insurance had mad6 certain wa&.that there would be 
a doctor within reasonable physical distance .of every member of, the 
population. Today, there is hardly anyone in Britain.who has to go 10 miles to 
reach a doctor. While there may be a few isolated people in the Highlands of 
Scotland or in Wales, in England this situation is most unlikely. 

The pr'eotcupation of the period of World War II, 1939 to 1945, was with 
war requiren^nts, and war requirements in Britain meant dealing with armed 
forces casualties and civilian casualties on a very considerable scale. Populations 
were moved from the cities hk'ely to .be exposed to bombing, and it was' 
necessary to provide them with health care in the rural areas' in which they 
were bi^eted. In the' first weekend of the War 2 million people went out of the 
cities into the countryside, and this, in a population of aqout 40 million, meant 
a considerable shift in the burden of work. It also was necessary to provide 
hospital accommodation outside the main cities because of the risk of air 
attack on city hospitals. Required was an ambulance service to cover the whole 
population, a service that had not previously e^^isted, and since many civilian 
doctors .necessarily were inducted into the services' medical corps, civilian 
health services were.medically depleted. * . 




During the war, one of my jobs was to provide on very short notigg 
maternity homes for women in advanced pregnancy who were evacuated from 
London, the south coast, and Sheffield, and one or tv^ other areas hkely to be 
attacked. In this way mate!:nity hospit^l-f^ilities were brought to countryside 
populations who Rad,not previously had them. These things had to be done on 
a regional basis, and there^was a Ministry of Health regional organization which 
^ in effect organized the strategic use of the hospitals in war. The large voluntary 
hospitals were dependent predominantly on financial support from the 
,government, at leaM for most maintenance. experi^itures (there was no hospital 
building going on at that time). It was at that time realized that. British 
hospitals needed radical reorganization and, even in the war years 1943 to 
1945, It was decided to survey all hospital accommodations. The country was 
covered by 10 groups of surveyors. I was one of tl]pse surveyors, and I de^lt 
with the Sheffield and nor4i Midlands regions m partnership with the 
pediatrician. Sir Leonard Parsons, and Mr., Clayton Fryers, who is a hospital 
administratpr, still living. We .visited aU the hospitals, discussed the local 
situation with staffs and management m every one of them, and came up with 
a report suggesting how they should be reorganized. Every regional team 
recommended that there should be a regionally-planned service with reorgani- 
zation of the existing dispersed units into district groups. 

During wartime, also, the government commissioned a r-eport on social 
secunty armgements to be introduced postwar for the whole population. The 
responsible committee, chaired by Lord Beveridge, produced a report written 
and signed by him which has since been known as the Beveridge Report. The 
report was written with the assumption that there would be a national health , 
service after tfie war and, it contained another less wise assumption that such^a 
' national health service would unpro\v' the health of the people to the extent 
that there would be less ill health to be treated. Today, of course, there is the 
realization that what it does is prevent people from dying early, possibly 
preserves their health for^short time, but in the end makes certain that they 
will need health care over a longer period and perhaps much more of it in their^ 
old age. ' ^ ^ J 

At the same time, the British Medical Association and other professional 
groups we«e also looking at health service. These groups produced their own 
reports and came out in favor of regionally-planned health services. The BMA, 
however, believed that only 90. percent of-the populatiori/hould be covered, 
inclu^iqg cover for the dependents of insured workers, and that the renTaining 
well-to-do or relatively' welUto-do 10 percent should pay for their own 
care-the assumption being that they would p^iy at a higher rate. 

In this* wartime period it became necessary to develop some of the 
specialties, because developments were occurring in radiology and pathology, 
and in some specialties such as surgery of the central nervous system and the 
^ chest, new resources were available for treating patients with ionizing radiation. 
Substantial improvements were in fact made in those highly specialized 
services, initially to fill tl^e needs of the military but also in the best interests 
of the civilian population. Very considerable \vil(rtune unprovements were made 
in pathology ^nd radiology services which outside the main centers had not 
been adequately covered prewar. In, 1944 the government published a White 
Paper which stated the case for a national health service but contained the 
assumption that^new national health service agencies would be bodies which 
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would finance health care through making arrangements with the existing 
owners of hospitals-rather like the Australian and Canadian Hospital Commis- 
sions were doing up to a few years ago. However the Paper did state that the 
service was. to be comprehensive; all kipds -of health services were to be 
provifled for all the people. Negotiations began while World War II was still in 
progress and .a Bill was drafted by the so-called Caretaker Government, mainly 
Conservative, for about 6 months between the end of the wartime Coalition 
Governmeht and the election of a Labour Government in the sumrtier of 1945. ^ 

In the period \91^A5 there was a generally recognized need for a national 
health service. We had alLkmds of existing services, all probably lieeding 
imroediate reorganization. TTiere vtere voluntary hospitals, partial ambulance 
services, home nursing services, all largely dependent on voluntary funds \n 
peacetime, but most now virtually bankrupt unless financed by government. 
We had the social security reforms recommended by Lord Beveridge which 
both govemment parties were committed to introduce. We had a Labour 
Goverment with a massive majority and prepared to be radical. 

Governments, in my experience, are prepared to be radical only when they ^ 
have substantial majorities and in the early years of their tenure, because when 
the next election day begins to loom, thought begins to move forward on lines 
not entirely in accord with the wishes of those wanting to see radical changes. . 
Nevertheless, in Britain at that time we had a powerful government with one of 
its strongest members in Minister of Health Mr. Aneurin Bevan.And there were 
a number of decisions personally attributable to Mr. Bevan or those that were 
implementations of his' party's policies. First, the service must be for 
everyone and mainly centrally financed, and comprehensive in the sense that 
there,was to be no income limit above which patients were not entitled to free 
care. This service was tu be free at tht time of use,^ though it did allow for 
payments being made for certain kinds of supphes; 

Then came one of the really crucial decisions; one which I think has been 
largely responsible for such success -and I think it large-as the National Health 
Service has had. It was decided that hospitals would be transferred to ^tate 
ownership. Now, it is not claimed that such a transfer could be accomplished in 
the United States next week,, because I know that it could not. But British 
hospitals w§re either voluntary-where doctors made no charge for their 
services and which' \V^e nonprofit-or they were Jocal authority hospitals 
where, again, doctors made no charge for their services and which, again, by 
law were nonprofit. So we were tiot faced with the problem of expr9priating 
resources from which people might make a profit. Indeed, ^profit-making 
hospitals were excluded, and xhki meant that a number of small nursing homes 
where specialists did some of their work were not transferred, but all the 
hospitals that mattered were transferred to the stat6. 

The next decision was that'the management of hospitals was to be local, but^ 
that the services to hospitals of the specialists working in them were to be 
planned and paid for regionally. Further, teaching hospitals which provided 
teaching resources for jnedical schools would be administered by separate 
boards. Tfiey were the proudest ofjll hospitals, of course, and in a way this 
was a sop to their ^estimate of Ujeir own distinction, but this separate 
administration had vpiue in that radfcal changes were being made in medical 
education at that time and these changes might have been impeded by 
concentration on service derfiands. This cVnge meant that new managements 




had to be set up^, and Bevan's decision was that thesVmanaging bodies were to 
be appointecf boards. They would not be the existing elected local government 
bodies and since they would be new, they could not be expected to administer 
the whole range of health services ^ they would be responsible only for*the 
hospitals, which had to be radically reorganized. 

Furtfier, it was decided and negotiated With the professions th^t the hospital 
staff \vould be paid by salary but tHat the general pra<;titioners-who under 
national health insurance had been paid by capitation and were mdegendent 
contractors-would continue in that status. Their services,« and those of the 
dentists, and pharmacists who dispensed their prescriptions, would be . 
administered b> a bod> that was .the direct heir of the' existing body^ set up ad 
hoc for running those services, for insured worke,rs. This body would c^n^ 
partl> of representatives of the professions and partly of representatNes of tn^ 
public, mainly nominated b> the local elected pouncil. However, priva^/ 
practice was not completely excluded. Marginal private' practice was concedea, 
but patients had to be either in o^ out. If they opt£d to be private, then they ^ 
could not have their drugs provided free. Then came a decision crucial to the 
development of the professions and 4he hospitals, the general practitioners 
were ,to be the channel to other services. This was absolutely vital when the 
Service was set up, because Mt preventejK everybody from immediately 
- descending, upon the^ hospitals. , / » * 

The 'result of all this was a concentration of services unde*r three local 
agencies. The larger local authorities, 140 of them, retained responsibility for 
personal preventive services, including Immunization,^ and were given the 
responsibihty for support services like home nursing (which had not previously 
been their -responsibility). They also became responsible for the provision of 
ambulance services and for the development of things like home^elp and the 
after-care of patients. The new regional hospital authorities apppinted by the 
Minister in turn appointed IocaI management committees for, running the 
hospitals. The regional authorities, of Which there were 14 in England and 
Wales for which the Minister was then responsible, were given as their first 
responsibility the formulation of. district pi a n^ for the manag.ement of 
hospitals. Later* when the Minister had approved their schemes, they also 
appointed district management committees. 

Conflict about these proposals of the 1946 Act was at that time evident , but 
th^ principles were^^ccepted with only-Jiiinor concessions, and the professions 
agreed to go into the Service. So far I have been talking about the continuity of 
progress, and how this progress takes place,, step by -step, almost unnoticed 
until someone suddenly realizes that some administrative change is needed and 
then itTomes to public attention. But there could have been differe^ choices 
at various times. There is a strong tendency in the development of British 
Government to hang services on existing pegs. For instance, it would have been 
possible to have created a Health Ministry from the Central Board of Health 
uijder' the Privy Council in 187:2, but it was not done. Health responsibilities 
were attached to the POor Law and local government central organization 'Spd 
that probably delayed the development of health services of other kinds. It also 
meant exclusion of national health insurance -from the purview of the same 
government department wl^en it was set up in 191 1. 

The separate school health service for the same reason was put under the 
Ministry of Education ^and not under the department then responstble for 



health. There were other things that happened that might have gone different 
ways if a health department proper had been created much earlier- For 
instance, it would have been pdssible to move faster if the transfer of Poor Law 
institutions^to the health side of local government had been undertaken earlier, 
But the comprehensiveness of the Service provided in 1946, and the integration 
oHts administration was the real break with the past. It has often been said 
' tHJl this should have been done by stages. But if it had been, I do not believe it 
would all have^been accomplished. If the management of every thmg had been 
put under single autfeorities I believe there would have been absolute chaos. 
Although, of course,^ concentration migKt have been done, perhaps much 
earlier, if British local government had been principally concerned with health, 
as local government in Sweden and Denmark^ was. , 

Thus far J have not touched upon remuneration or terms and condurons of 
service of the professions. \\( this area I merely meation that the question of 
the level of remuneration of doctors and dentists was considered by two speciaf" 
committees which pondered general practij^^ and the specialties separately. 
Theje committees recommended levels of remuneration which to the specialists 
seemed fairly generous, bu^t to the general practitioners seemed K)o small. The 
recommendations, all in 1939 terms,- seemed sufficient, but the. betterment , 
that was negotiated to bring therjvS^p to 1948 levels was quite inadequate for ' 
general practitioners. In fact, in the^ early years.of the N^^pnal Health Sefvice,^ 
general practitioners were grossly underpaid. H owever,^ this was remedied by a 
High Court judge,^ Mr. Justice Dankwerts, whose adjudication was Accepted by 
both the profession and government, and this gave virtually what the 
profession had originally asked. * * 

That was an early example of government treating the professions unfairly 
but nonetheless resorting to and freely accepting an outside ruling. I mention 
also that questions of remuneration continued to bedeviPt^ie relationships 
between government and, particularly,, the medical and dental professions, 
until in 1957 alttjyal Commission was set up to resolve the problem. ' 

I mention one other point. All the specialties were tb be treated alike in 
remuneration, but there was a rather clever system under which a professional 
committee w^ould decide which doctors merited higher awards for the higher 
-quality of^service they were believed able to giveAA Merit Awards Committee 
chose one-fifth of the doctors for an additional payment of about 20 percent 
of their salaries, one-tenth for an additional payment of about three times that, 
and one-thirtieth to receive roughly double the basic salary. So it will be sepn 
that although all men (and women) were equal, some were more equal than 
others. _ " ^ 

Once the Service was introduced-and it was introduced with%emarkably 
little disturbance- the three local agencies began working mdependently. 
Obviously, in such circumstances, there was bound to be some friction or lack 
of cooperation between them at times. But it was'not until some 12 years later, 
around 1960, that people began to talk seriously about thQ need to bring the 
whole Servicerimdexone local administration. 

The hospitals' hew^m^nagements were entirely new to the job^and a very 
long ^shakedown period was therefore necessary. However, the new regional 
hospital organization at once got down to planning better specialist services, 
and the princij^l achievement of the first few years of the Health Service was 
the universal distribution of trained specialists into areas where they had not 
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previously been availabje. They brought really expert specialist care within 
reach of everyone. The smallness of the country was such that vfery few people 
had to go as far as 20 miles to reach the.level^of specialist care they needed, 
although the small group of highly specialized services provided on a regio/ial 
basis meant going farther, but those highly specialized services were made 
available. on reference from the district hospitals. » 

The capital made available to Briti^ hospitals )v^s' negligible. There were 
war damage to repair, especially houses to buUd, factories to build ai\d a great 
deal of postponed maintenance of hospital buildings. In the first »10 years of 
the Health Service there was spent only about £100 million on hospital building 
in the whole of England /and Wales, and nearly all of that was disbursed for 
maintenance and r^irs-. ^Vhatever money was available was spent in areas to 
make existing hospitals more workable-for example, operating theatres, 
labToratories, X-ray departmentsf (outpatient departments, and so on.. The 
greatest call was to develop services which could be provided within these 
buildings, and re-staffing largely accomplished this. Actually, we had iT;iore 
mone/than speared on the surface, bciause this was a period when control of 
compunicable disease and of tuberculasi^ was* reflucing some of the commit- 
meilts of the^ Health Service and tHc money M^us--savei was used ,for 
improvement of the Service. . ' "^^""^ — 

During that same period we also began toiienefit from the very substantial 
advance in the practicability of treating the mentally ill, again as a result of the 
phaiqnacoloycal revolution; but obviously, with our hospital buildings we 
were running into more and more^ difficulty in providing' the kind of milieu in 
which increasingly expert specialist staffs could work. We were faced vhiti 
rising costs, .although the average annual growth, rate at fixed prices was only 
2.8»percent between 1953^ and 1958 and 4.8 percent between 1958 and 1963. 
It rose a little more after that, but the proportion of the gross natioriil product 
used in Britain for health care hardly changed Hhrough the 1950's, and even 
through the 1960's into Uie early 1970's; while the proportion q)ent on health 
care in t^e United States^was going up by at least 50 percent, in Britain it went 
up only abouf 20 percent. * ^ ' I 

In the early stages of the Service general practice continued much as it had 
done. Althou^ijt had been hoped to concentrate on health centers and to 
bring general pracWtio her&into y oups, it was' only after thdr rehiuneration was 
settled that we really began to get general 4)ractitiOJiers jb work together-we 
did not succeed in persuading them to work in Hea^ Service-provided health 
centers on any scale until nearly 20 years after the Health Service began. 
Indeed, in the Qrst 15 yeaWjof-the Health Service only 17 health centers were 
buUt in England atid Wales. That was mainly because The doctors were fearful 
of losing their independence. However, we were ibegiiming to get the 
« community nurses, v^erever doctors were working jin groups,* to woj^k, in . 
^sociation with them. \ / 

There was one very significant event in 1952: foiinding of the College of 
General Practitioners. This came about at a time, when morale in general 
practice could hardly have been lower and too many general practitioners were 
inclined to look upon 'themselves as the apothecaries who were cast out. Hie 
possibility of making general practice in Britain a really worthwhile form of 
medical activity perTiaps was reali*zed only aTt^r the College of General 
'Practitioners had begun to show how it mi^t be done. 
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On the local authority side, this was the dfecade of immunizatiqn. We really 
' ' got control of diphtheria', toward which weiiad done far too little until during 
World War II, of N\4iooping cough, of polijjnvyelitis, of tetanus and in the next 
^decade measles and rubella. That was one of the larger preventive schemes 
.undertaken by the local authorities, but they also were extending the activities 
of their reorganized hom'e nlirsing.^taff to improve the services available to** 
general practitioner^ and to patients iiif th^ir own homes. They gradually were 
changing their ^^cifk on' well-baby cale and antenatal care into a closer 
^ partner^iip with^neral practice and eniploying general practitioners for doing 
' this sort of \york, as was the' case, iniBi^rimark for the previous 20 years. Care of 
the mentmly handicapped in ^the community was' being developed at training 
and jKcupation centers. ~ ' " ' 

Social work in suppor} of the health services was being tmproveS under the 
, iegis of health authonli^s,* not ye^ under the separately-organized Social 
Welfare Service. For example, the organization 'of a home-help service for 
^ ' patients sick at home ,was done as part of the Health Service, not as part of the 
Social Welfare Service, as quite properly is the case today. 

What I have described so far is merely the shakedown period of the National^ 
Health Service, thfe first 10 years. At the end*of this period it was evident 
that reorga^iization of the Service's administration would become necessary 
and I propose to recount that situation and provide a description of the present 
status of the Rational Health Service in subsequent sessions. 

DR. MIL'O D. LEAVITT: How far should w^o in^filiating practicing 
physicians with hospitals; whether they have aa open liberal policy or be 
restricted about it (and clearly there are things to be said one way and the 
other)? What are- your reflections on the choice that was made, in Great 
Britain? ^ , / 

SIR GEORGE GODBER: I will come on to this when I am discussing 
general practice later on, but briefly I' would say that wf have come to the 
conclusion in Britain that general practice is a different kind of specialty which 
needs support in various ways from the secondary-care facilities' in hospital; 
' access, for instance, to laboratory and X-ray and electrocardiographical. 
diagnostic resources. But general practice should^ be conducted in the" 
community close tp th^ people and should not extend into hospital and take 
on specialized functions that might better be undertaken by people trained for 
them. ' ^ ^ ^ 

So long as one" recognizes continuity of care as bein^ the responsibility of 
the general practitioner, and the relationship with theliospital specialist that of 
working *\yith him during the relatively short period of an episode of illness 
v/hen specialist care is needed. As long as the two work together I think our 
system is, for us at least, preferable. I think that in developing postgraduate, 
institutes in all hospital districts we have done one of the more important 
things to ensure the workability of our system. These institutes are atmain 
meeting ground for the specialists and the generalists from^ outside. So, I think 
we will stick to this s^fctem as, indeed, Denm'ark has done. I cannot say the 
same for Sweden. 



DR. JERRY SOLON: Is one of the accompaniments of this a lower hospital 
mpatient -utilization? ' . 

SIR GEORGE GODBER. We certainly'do have a lower hospital mpatient 
utilization. We have an annual admission rate of about 1 10 per thousand for 
all kinds of hospital accommodation, and the United States has, I believe, 
between 140 and, 150 per thousand. The difference is partly due to*yt)ur 
' choosing, to undertake investigation intensively with "a short stay inliospital, 
because your averagA ^y is shorter than ours. I believe that you^ake less use 
of the consultative outpatient resource than we do but I think that the 
admission rate in Britain 4ill still rise to some extent, though npt, I believe, to 
reach your level. The Russian level is already over 200 per thousand and ift 
Saskatchewan, I believe, it levelled off at 207 per thousand, whfch is nicely 
precise, about 20 years ago. If you regard care of the population of a district as 
always shared between the speciajist group in. the hospital and^he groups of 
general practitioners in the community, each, of cour^, with nursing and other 
professional support, that is a reason why we would expect to have a lower 
hospital admission rate than you have. 

DR. RONALD A. JYDSTRUP: Is^that 110 per thousand cau«d4o some* 
degree i)y a shortage of hospital beds? - ^ ' 

.SIR GEORGE GODBER: I dxTnot believe it is due to a shortage of hospital 
beds. .In my opinion Britairi has too manyj^ospital beds, and my reason Tor 
believing this is that too many, of them are too bad. Our approach to this is 
best seen in the new so-called best-buy district general hospitals, one at Bury 
'St. Edmunds, the other at Frimley, already open, where it is enjjeavofed to get 
-a marriage .o^the community services and the specialized services in the 
hospital with the shortest possible stay. These hospitals are postulated on ^ still ' 
smaller ratio of hospital beds. We are using -about 8.5 per thousand at the 
present time. These hospitals are planned on the basis of total use (inckidiiig 
psychiatry, long-stay care andjriental handicap) of some 7 beds per thousffid. 
No, it is not because of numerical shortage of beds^so much as of using ^ 
ly beds in badly-organized old buildings that prevents the maximum rate of 
turtiover. 

^ENTIFIED SPEAKER: JJiavcrl very br^^d question v\4iich you may 
feel free to limit as you choose. Can you contrast the conditions in Great. 
Britain in 1948 with the conditions we have in our own health system now ;n 
the United States-, with the ultimate question of addressing which typr^ of 
model we in the United States should now think of copying? 

SIR GEORGE GODBER: Would you think of copying? I doubt whether 
that is the right answer. I would have thought there is a very- marked difference 
between your position here now and our position in 194548, the period wheif 
decisions were bding made. For one thing, medicine is totally different now. 
But I would think the great contrast between the'two po^ltioo^s the one tfiat 
I have just been talking about, the difference between general" practice and 
specialized^* practice. The two were sharply divided in Britain; they were not 
overlapping. General practitioners did nat fear they would lose patients to 

21. 



specialists because specialists dnly took patients refened to them. Internists 
and pediatricians did not undertake primary care. ^ ' 

Specialists did not fear that general practijtionei^ wire going to do 
specialist, wo'rk because general practitioners hadn't tliJehospital facilities for 
doing it. Admittedly, some^eneral practitioners llrad been altogether too 
adventurous in cottage hospitals, but that situation^as quite different. I think 
that you will probably eventually' have to read^he same kind of pragmatic 
" conclusion we did-that continuing general^ractice care is a seplrate 
' under^ng from that of internal medicine, or pediatrics, or gynecology and 
obstetrics. Care must be shared, care in any one major episode is not hTcely to 
^-t>e completely provided by one person. But I believe the most difficult problem 
is the one we were able to overconie so easily because of the postwai^sit\J^tion 
' in 1946~the separate ownership of health facilities. 

t cannpt beHeve that tliere would be three cheers for an y^ Presidential 
caJididate's proposal^ to transfer the ownership of all hospitals to state 
governments, shall we Say. So, sWly you are going to have to approach this 
^ ■ more gradually than we did. 

The Swedes and the Danes were liicky. They had it from the middle of the 
last century and the New Zealanders began that way. W^, in Bijtain, were'able to 
do it because of a particular so^yaUfid political situation immediately postwar. 
K \n the United States it will be necewary to bring this result about^y the sort of 
constraints that the Australian States Hospital Commission or the Canadian 
Provincial Commissions had exercised in making the development of hospitals 
conform to a district and a regional fian-if it is decided that Air^erica waftts it. 

It takes a long tjnie to get it going; but once moving I believe you will find 
that it will run much fnore quickly th^anyone expects. I am here showing the . 
arrogance of beheving that thejnj^economical, and ,in the long ^n the most 
^ "efficient, pattern of health c^iy^m be th^t based on a ra^ageable districj with 
asjdistrict general hospiud at^e center, housing an adequate specialist team, 
with general practitioiftrs providing community c^r^ and both, of course, 
supported by the other professions,"* especially by .fiurses,-^ut u§ing a 
postgraduate institute common to all as the focal point.'^And in saying that, I ^ 
have,*of course, stuck my neck .giut. ^ & - 

i 

DR. dLOIS^. COHEN: In the historical evolution v^iiich you describe you 
may be dealing with this subject a little later, but I am interested in the kind of 
impact this had on health professions education. Was it, also evolutionary, or 
^abrupt, or what kind of curriculum changes were called for?. • , , 

SIR GEORGE GODBER: No kind of curriculum change at that point. But . 
medical education had been reviewed by yet another committee during World 
War II, the Goodenough Committee, which had reported that substantially 
greater support was needed. Actually, during the war ^ the government 
' announced k large subvention. of British medical schools. What happened at the , 
. time of the introduction of the Health SeiVice was that all the medical schools 
not already there were brought effectively within the universities. The support 
of medical schools' was not from the Health Department but through, the 
University Grants Committee funde^d, at that stage, directly from the Treasury. 
Today, medical school support coities through the Department of Education 
and Science. however, it is separate and distinct from the Health Service, sOv 
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that the undergraduate education of ^doctors and. dentists is supported through 
the>inivei;sities and through ^different channels from the Treasury. Service 
interests and perhaps prejudices cannot be made to distort the pattern of 
medical training, Where the Health Services came in, legitimately^, is possibly in 
graduate education. 
/Where the British Health Service did come in (and F will be discussing this: 

^^J^rXwas during the I96CGb and up to today by providing the mon&y which 
substantially supports postgraduate medical education, both graduate training 
and ongoing education for specialists and general practitioners. That is why 
there is a, postgraduate irlstitute at every district general hospital, largely 
funded through ffle Health Service. We go through the exercise of having the 
filthy lucre washed by being passed through the university, but that is where it 

* comes from. • n 

DR. EUGENE GALLAGHER: Sir George, your emphasis on the injportance 
of the nationalization of th^ hospital ownership reminded me of something else 
that I believe occurred in the original formation of the NHS and that is tftat the 
-practitioners lost (heir, so to speak, property rightsln their practice^, that is,' 
the buying and s^hng of medical practice^. I was wondering-and this was a 
difficult point at the time, I bdieve-I was wondering why that was 
incorporated into the legislation and who thought that was important. 

SIR GEORGE GODBERf Well, that situation is such a long-dead duck that 
- nobody in the United Kingdom even smells it now. 

DR.GALlS^GHER: It is a very historical point. 

SIR GEORGE GODBER: It is an important historical point, o^course. It . 
was incorporated because a national* health, insurance practice had'become a 
very important saleable -^tem that could go to the highest bidder, not 
necessarily to the doctor who might best- have been estabbshed in that 
particular community 1 will have more to say on this when I come to general 
practice, but doctors are either taken in as partners by existing doctors, with 
the approval of the executive council, or they are appointed after advertise- 
ment by the executive council. A central Medical Practices Committee makes 
the final choice. Initially,. all doctors^ practice could have their names 
admitted to the list in the area in which they practiced. But subsequently they 
could be admitted only after approval. Lean recall one instance, prior to the 
legislation obviating such occurrences, of a former public health doctor who, 
after treatment for alcoholism, bought the practice of two partners who retired 
^^^ether. Without rAent clinical eXjferience^he *set himself up in an Isolated 
town with a young doctor hire'd as an assistant. Now, what kind of serviced 
the public is that? Poor chap, he was dead of his alcoholism within 6 months. ' 
That is an extreme case, but it didhappen. There were all sorts of backdoor 
ways, unassociated with merit, of getting into particular practices. If you were 
a patient cyour care had been more or less sold to the newdoctot^I do not 
believe this was a tenable situation in "^ Health Service in which neariy all 
incomes from practices were from pubHc funds. 3 . , 
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DR. CHRISTA ALTENSTETTER: Dr. Goidber, you commented on the fact 
that in* England the geographicN^istance to health care probably does not 
exceed 10 miles, "which suggest^ .that you have solved the problem of 
maldistribution of physicians. Could you elaborate on the mechanisms and 
incentives .used in order to achieve such a balanc^ of physicians and to 
encourage them tp serve in rural areas and nonmetropolitan areas. 

SIR GEORGE GODBER: We haven't solved the problem. We didn't have it,, 
you see, in* th^ same way as in the United States; in North Dakota, for instance, 
one could go maybe 100 miles for somethihg, we might need to go only five. In 
Britain the population j^so much more compactly placed, and the areas that 
were shortest of practitioners wer^, in fact, those most densely populated. The 
' national health insurance had meant that there was an income sufficient to 
establish a doctor, even in what would pass as a thinly-populated area (of> us. 
My wife and I used to live in a viDage of only 500 people, b^t there was 
another ^village of about 1,000 people only a mile a|id a half away, and there 
was a doctor, whose practice had beei\ established 120 ye,afs earlier by the' 
owner of the big house that lay between the villages, so that he woc^d always 
have a doctor opposite his gatewjay. This doctor served several villages. Today, 
this situation is an anachronism, and eventually he might well join a group of 
four other doctors aJready established in a small town, which will still leave 
everybody witlun about six njiles of the doctor. This illustrates the point that 
in Britain we did not have a real physician distribution problem, although there 
were largeN^industrial populations which had, and still have, less than the 
.desirable nuinber. - * - ' 
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f PRESENT STATUS OF THE 
- NATIONAL HEALTH SERVICE 

DR. MILO D. LEAVITT: in Sir George V talk last week, he discussed the 
evolution of the British National Health Service, including some of the 
considerations wiifch led to the establishmenX^of that Service in 1948. 

Toda/ Dr. Godber's subject is a particularly' timely one: The Present Status 
oj the "National Health Service. As is health c&'ln, the United States, the 
British Service is facing the j)roblem of increasing cOs,ts. Large pay hikes, 
inflation, and other factors are requiring significant additional government 
appropriations during a period of C9mpeting social j)riorities, Ho\y*the Health 
Service is faring at this time, in Sir George's vie,w, should therefore be of 
. considerable interest to us here in the United States. - ,^ • 

Sift GEORGE GODBER: Thank you very much.^ 

I gave you a tremendous dose of history at the first session, I am afraid , but 
v^iat I was trying to do was show that whatever we do ndw flows more or less 
continuously from what we were doing before. New services do not suddenly 
emerge because Parliament has thought it appropriate to legislate them into- 
being. They always have grown in some way, and in the present situation in the 
Health Service, one is dealing not with something which has occurred suddenly, 
but with something having its roots a good way back. 

During the last session I endeavored to recount how things had originated in 
the Health Service and how they had developed in its early stage up to aboyt 
1960, about halfway to the present time. I now have t«alk on how things 
have b|en moving since then,1n order to mak€ clear what is happening now, 
and why. ' ^ ^ - 

The new phase in the 1.960's began with the adoption of definitive plans for 
advancing,g31«t means that we took at least a dozen years to settle down to a"" 
new method of finaiKing the services that were changed to a different 
administrative pattern in 1948. The one'previous major advance, made during 
ithe 1950's, was the development of a specialist service based on hospitals 
throughout all the country. This development, of course, meant tha{ there had 
to be considerable improvement in the organization of professional work, 
mainly based on hospitals, and it also meant that we had to provide for better 
^ organization of post;graduate medical' education. The development of a greatly 
efdarged staff of specialists was not something that could happi'en just because 
it was wanted. After all, it takes at least 5 years, and preferably of postgraduate 
training after full registjration, to produce the level of expertise necessary for 
our hospital program. ; 

However, the method^^Qf obtaining that education in Britain had largely 
. da^en one of apprenticeship training, and by 1960 we had not the sort of 
Organized residency programs that were common form in hospitals in North 
Ameri^ So, one of tlie first things that'we had to provide for was a large 
devdtepment in postgraduate medical education. This, began with voluntary 
support by the Nuffield Provincial Hospitals Trust at the * end of 1961. 
, Alongside it we started to develop .a hospital building program. During the first 
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dozen years of tha Health Service, there had*been very Uttle monev for capital ^ 
development, and it had practically all been used for providir^. additional 
resour^s in existing hospitals. Biit we h^d reached the point where many of 
• the antique buildings in which we were working had to have their functions 
Amoved* to something fftw and planned for modern medical work. 

The first thing^th^ Mr. Powell Undertook wlien he became Minister of 
Health in 19^0 wasHevelopment of a rational hospital building program. 
^Pre^ously , I think we liad been afraid to look at the problero. People had said, 
. **It yill take £2,000 million,'' and {hen*recoiled from it. In Tact, of course, it 
^ will take a good deal more^har^ £2,000 million, and Jiot, only because of 
inflation. , r 

A plan to develop hospital buildings was published m 1962, based 'upon 
plans pi;oducecf'by each of the 15 regional hospital ^boards ia England and 
Wales. It wa^ shown how t^iis planned work would bedspread over thepext 10 
years, h'few the expenditure on capital work was .to develop from something 
like £15 million a year to mere than £50 nmiion a year, and it indicated that 
the program would be rolled fprward y»ar by year, so that in the hospital 
building program we would always t)e trying to look 10 yqa^ ahead. Of course, 
partly beca^use of inflation it has cost a great deal more than that, biit at least it ^ 
was an attempt to face up to the needs of the situatiJnr/A • ' 

4n that plan, for..the first time, the cOncei^ of concerttfating' all h^ospital 
work (including psycll^try, geriatrics,- and long-stay ctire) on a single district 
general hospital for^a district with a population of 200i)00, give or take 
- 50,000, was pro/nulgated as the dogtrine,'and this still ootains today as the 
rational, functional development of 'hospital services in a country such as 
Britain'! ^ * - 

After the hospital building program hadbeen completed, Mr. Powell simply 
turned and ^eclared, "Now we have^got to do one qn the commuiJJtv services/' 
I believed then that he was"! taking on something much faore difficulr^han the ^ 
hospital building program but, in fact, in the following year was 
published a similar program for the develppment* o( services provided for 
people in^flie hfime. Thus, we were there with lO-year plans for both hospital 
work and for health and welfare s^re^, that is, preventive personal health 
services Agd social welfare suppoft^for the whole countly, developed region by 
^ region and district by. district. % 

Meanwhile, the profession had been vocifg'rqus in maintaining that we jvere 
trying to run a SeVvicQ divided Into three parts, when we je ally should b.e 
running a single, united Service. Of course, it w'as*united at .the cJenter, but at • 
the periphery it was, under three different administrations. I believe that this 
was just as well, becausd^ a unified Service could not have, been properly 
mar)aged.at the beginning by the new ?LitKori-tiQ$.-^u4-^Jarge professional 
committee was set up by the profession itsel?, ^nd this produced a report 
published in 1963 and k'ngwn as ihe Forritt Report on a Health Servic^for th'e 
Nation, in which was contemplated a single local management for all health 
services. The report at first received some fiarsh criticism ^n government 
quarters, some* of ij/dTstinctly unfair, but the report was the stimulus for what 
government was to attempt 5'years later " — - v 

I eaij^el\said ^hat we were concerned, about British postgraduate medicj 
education arrangements. A Royal Commission was set up in 1966 to revie^' 
provision made for the support of medical education within^the^Health Service. 
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.The Commis^on, chaired by Lord Todd, 2 years later produced a report from 
which developed a great (teal of the reorganization of undergraduate^ and 
postgraduate medical'education. 

?Also,'we were in a very unsatisfactory position in general practice, liecause 
tKb arrangements, fqr payment for general practice had simply been inherited 
from the previous jiational health insurance, and these arrangements had the 
' effcQ^, with the .changing needs of general practice, of most generously 
rewarding those providing the least practice facilities for the service of their 
patients. The disquiet resulting from that situation was at its worst among the 
general practitioners. They complained because too, large a proportion of 
the gross income given to them had to be spent on' providing resources for 
practicc^This amounted to an unsatisfactory and unfair distribution of general 
practice money. ' 

A long negotiation with tHe profession led to a new charter for general 
, practitts^ners, on which I will' dwell at our next seminar. It is mentioned now 
becajise it was one of the most irnportantxhanges occurring in the 196d!S. 

^ter, subsequent to the inquiry into medical postgraduate education, there 
was issued^report of a special committee which had investigated nur§ing 

^ orgarufeiflon and training (there ha^ ^ince b^en a further comiViittee). That 
repcr! r^coitthienjWd the reorganization of nursing services on a district basis 
inAead of on the basis of the individual hospital. The report, of course, 
V supported the district gejieral hospital concept. * ' 
. Then gtvenynept-bi^ now it was a'gain a Labouj Government-took up the 
' question of reA(j|aniza/ion of the Health Service^ as a whole. A Green Paper, 
which is a consiittative document expressing "proyisional^ Bu^ not final! 
government views, -proposed tHat the administration should' be changed very 
much\long the lines that the profession's own committee had recommended. 

^ But this particular documen^proposed that the^egional authorities, to which 
we owed so much of- the development in the hospital service, sh'ould be* 
abandoned anlthat, instead, areas of a considerably smaller size should be the 
basis of future consideration. The Paper was mel with considerable Hostility, 
partW from the regions, partly because any change, produces hostility 'in 
profeSsionaf ^oups. It was later suHstantiaW modified; the 'regions were 
reintroduced and it w/s proposed that regional health authorities shoi^ be 
responsible for the planning of all health services, and area hospital authorities . 
should be charge^ with their maria^Tnent. Hie areas \yere to be linked with 
I0C4I ^government aifeas, but »the design of local go^mment was at that time ' 
under revieW. So the actual areas eventually to be chosen could not be 
determined in advance of the rebrganization of our local government 
areas-rand that, too, I will be discussing in some detail, later. 

There was then an election, and a Conservative Government was installed. 
This g9vemment did not reintroduce precisely the recommendations of the 
Green Paper. It issued a consultative document recommending only minor 
variations, and it accepted the proposals of the Royal Commission-on Local 
Government for a substantial reduction in the number of elected local 
awhorjties. The government decided that the areas "for health authorities were 
to become tl^se* which were used for other local government purposes, 

s although the agencies \^ould be separate. This subject will be dealt with in 
greater detail in the fourth session. 
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An Act was then passed, in 1973, which provided for a change in the 
administration to take place on ^ April 1, 1974, simultaneous with the re- 
organization of local govemment#rhese two things had to go together, because 
the social services and education would be reorganized under local government 
in the new g^o^aphical areas, and for liaison purposes the health administra- 
tion had tqiali ih^o the same areas. The social welfare services had already 
been brought togeth^ (including care of the aged and handicapped, and 
deprived children) from the social welfare' aspects of health service, into 
comprehensive social welfare departments on Jines recommended by^ the 
Seebohm Report, This .was a report of a separate inquiry, published in 1972, 
which also will be discussed later. And so in 1974 we. were going to have a 
-change in the anatomy of the administration. But I must point out that this 
chan^ in anatomy was essentially an adjustment of the structure to the 
functional changes already occurring in the HeaUh Service. 

The change in the hospitals had occurred functionally already. Each district 
had its own group of hospitals providing comprehensive specialist services, and 
the building prcjgram w^ designed to concentrate this upon a single district 
general hospital. Where buildings were multiple, t^ey shared in the service, but 
services m the individi^al hospital units were pooled and might be redistributed 
among them. For instance,, in a town such as my own old home town,^ thefe— ^ 
were two general hospitals and son\e specialized annexes. One of them had the 
obstetrical and gynecological unit, the chest diseases unit and the geriatric unit, 
the other had the main acute medical, surgical and pediatric beds^. These 
worked together as a single hospital, even though t"hey were 1^ miles apart and 
separated by a river with bridges that in timesof heavy traffic could make 
traveling difficult. Therefore, they were 'alrea^ working, in essence, as a 
district general hospital. A new laboratory was provided at one of them to 
serve them both. The fa.diologi^af service^ were provided by a single team; the 
specialists had been grouped in jingle teams for the whole district. The 
* postgraduate (lehter, wdilch Was btiilt partly with money publicly subscribed, 
was provided at the hospital where the rest of the development was to take 
place. The object was to'^transfer the main work of 'the hospital group to the 
one district general hospital, leaving only some outliers for special purposes. 

Already, Ae medicd staff had been organized, as mentioned, and under the 
new nursing staff administration, insteaj^ of two matrons or more than one 

A matron* for«4jie group, there was a single district chief nursing officer. 
Following the discussions of a working party of representatives of the 
' department and the profession, there waS devised a rfew system for organizing 
/the work of medical specialists. This was based on divisions: a division of 
surgery, for instance; a division of medicine, a division of diagnostic services; a 
mental health division, and so on. This kind of- organization, of course, is 
' familiar in the United St?tes, but had not previously been in use in Britain. . 
This joint working party recommendation h§d by 1974 been accepted in at 
least three-fourths of British hospitals. But it was not imposed; it was allowed 
to develop by agreement. ^ 

^ , ^ Ail district general hospitals, in addition to having medical postgraduate 
institutes (of which there currently are about 250) provide diagnostic services 
for general practitioners who can use the radiology or pathology services and, 
in many cases, electrocardio^aphic services, as needed. 
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The number of hospital groups in the whole country had been reduced from 
about 370 because hospitals f6i:^mental illness and mental handicap had been 
put into the sanie groups as the hospitals for the physically ill. Hospitals such 
as sanatoria for tuberculosis, and separate hospitals for infectious disease, had 
largely become reduadant and had been used either for other general medical 
purposes or had been dosed. Within each region, each group of hospitals had 
the territory for which it was responsible, which today is substantially the 
, district administration, rationalized to fit in with a regional plan for specialist 
services for the whole. 

All regions had developed their own Highly specialized services, like 
neurosurgery, thoracic and cardiac surgery, plastic surgery, radiotherapy and 
specialized cardiology, and each, region had its own regional center for 
^' ^supporting patients with end-stage renal failure. This, of course, is reminiscent 
'-^ j^f the special developments in the United States. The cotJrdination of specialist 
services, for instance, such as the linking of facihties for the treatment of head 
injury between traumatic and orthopedic surgical service's and neurosurgery, 
had been made effective throughout all the regions. The development of 
specialist services, generally, had been on a coordinated plan for all specialties, 
and not for mdivi dual specialties alone. After all, what you do, for example, 
for the provfsion of plastic surgery is linked with what you have already been 
able to do in surgery for major trauma. 

Postgraduate development had included arrangements on a regional basis, 
guided by a regional committee, for specialized training in each of the fields of • 
medicine, as well as for vocational training for general practice. Screening 
schemes had been' developed, using regional centers for laboratory tests for 
things Uke phenylketonuria, or for centralizing the arrangements for examining 
smears by cytology in screening for carcinoma of the cervix. ^ 

The hospital capital program which, in the first 10 years of the Service, 
amounted to only about £100 million (which did not go very far among^the 
nearly 50 million people in England and Wales) had reached for the one year, 
1974, a total of £220 million. It had risen from 3 percent to approximately 1 2 
percent of the total expenditure on hospit^s. 

In general practice, there were by 1961 about 600 group prac;ices coming 
together in their own premises, and public health nurses and home nurses were 
• beginning to be linked with group general practice. .After the change in 
remuneration that followed the general practitioners' charter, it became a 
much more economic arrangement for general practidoners to join in health 
centers, for which they had to pay rent. They now were reimbursed for the ^ 
rental of their premises, and the building of health centers for general- 
practitioners rapidly increased to the stage where it is now running at the rate 
pi about 100 *a year. The rate of National Health Service investment in 
. health-center development had increased by roughly a hundredfold. 

During this period, too, there had been great improvement in the links ' 
between hospitals and general practice. They are not nearly close enough yet, 
but one of the by-products of the development of postgraduate education 
centers has been greatly improve'd liaison between special and general practice. 
And, with the Royal College of General Practitioners' influence mainly 
responsible, there was a greatly improved morale and sense of purpose in 
, general practice and, especially, serious attentiolli to education for general 
practice' and to the kind of research which is Vnq^t easily done in generaj- 



practice-epidemiology of the common diseases and studies, for instance, on the 
risk^of use of oral contraceptives. That contribution, I think, has been unique, 
because through no other mechanism could one have got'ten the kind of 
reliable information that we have been able to pubRsh in Britain. 

When the new system of remuneration was introduced in tHemiddle 1960's, 
instead of paying practitioners mainly through standard^capitation fees for 
work in general practice, the capitation fees were weighted for patients' age, 
'and special payments were made for some of the adcjitionaks^ices that w^ 
particularly wanted to encourage general practitioners tQ provide, the overall 
level of practitioners' remuneration was substantially improved, also. We had,^ 
in fact, withiii reach of every hospital doctor and every general practitioner, 
provision for ongoing education and a good library. I doubt if any doctor in 
Britian excepfin a few remote areas now has to go more than 20 miles.to reach 
a library with adequate resources, or to obtain access to the National Lending 
Library Service, and very few of them have to go more than 10 miles. That, of 
course, is part of the advantage of being a small country. 

On the preventive and support services sid^, the immunization services had 
already been largely develope^d, including rubella and measles; the social 
support services were greatly expanded undeAhe 1963 plan; the management 
of the mentally handicapped was transferred to a. considerable extent into the 
community, and there were a large number of places in occupational and 
training centers for the mentally handicapped. Outpatient care for both 
mentally ill and mentally handicapped, short-stay treatment for the early case, 
and day hospital services for many of those who could be managed at home 
with that sort of support, had also been developed. The emphasis, increasingly, 
was upon support in the comnfunity, where practicable. 

In the period 1971-72, the changesjn social welfare administration meant 
that the social support services were transferred to the new Social Work 
Departments of local authorities. This particufarly affected mental health and 
child care, that is, care of deprived children, and, later, home-help services for 
sick people. 

The work of public health nurses and/fiome nurses had substantially 
increased, but as the number of baj^iesjyom at home, was decreasing from ^ 
about 36 percent in the early I960's to only 6 percent in 1974, the amount of I ° 
work in the home for midwives was correspondingly reduced, except for the v 
antenatal care that they provided in assdtiation with hospitals. General 
practitioners have been encouraged to take an incre'^ing part in well-baby care. 

In the changes in 1974, the one independetnt preventive personal service- 
the school health service-was transferred from the education authorities to the 
health authorities. In the 1974 refofms, the district concept is cmcial; the 
whole of the organization is based on the view ihat community care is the basis 
of ^ national health service, that it requires to lean on a district genial hospital ^ 
for secondary care, that it would be rapidly concentrated on group practices 
and future health centers, that it will be provided by doctors, nurses, 
publiC'health nurses, and midwives working in a functional partnership and 
linking with the sdcial work services; that the hospital services will all be 
concentrated eventually on district general hospitals (except for some annexes 
for long-stay care that may Be linked with the district general hospital), and 
even before the main building has been concentrated in one place, the group of 
hospitals will work as if it was a district general hospital^e focal point in any 



ERIC ^0 



district is the postgraduate institute, and that is now used, as a rule, for 
. postgraduate ^ucation for all health professions. I said, "as a rule," and that is 
premature; it is believed that this will become the general method in the future, 
and it is already in practice in a considerable number of places.- > . 

In each district there is a community physician, who i^^ usually the lineal 
descendant of the old medical officer of health, but has wider responsibilities. 
His job is to work with the clinicians and try to provide for them, both in 
general* pg^tice in hospital practice, information about the health needs of * 
the districrand appraisals of the results that they are achieving. 

The result of specialization-which has been carried so much further in 
Britain under the Health Service that the number of consultants is now double 
what it was in 1948-is, of course, interdependence between family general 
practice and specialist practice, and not the division that some people have said 
would be the result. In this, again, the postgraduate institute is the key. It is 
best exemplified by some of Britain recent experimental hospital building 
where what has been called the "best-buy" hospital has been provided on •a 
standard plan to serve a distnct on the basis that patients are going to be 
admitted for the shortest time for which they need to be in a hospital. They 
are going to be discharged home at the earliest opportunity, and that, backed 
with diagnostic and outpatient services wUl, we believe, eventually make it 
possible to meet all hospital commitments on certainly less than eight beds per 
thousand, and possibly as.few as seven. At present we are using about 8.6 beds 
per thousand population. 

Districts do need backup from the regional level. This is* not only a matter 
of providing highly specialized services. There has to be overall planning of 
specialist services, because, built into that, there must be specialist training and 
training for general practice. And for that you need the oversight and control 
of a regional body. You also have to have manpower control in the health 
professions on' a regional basis. Financial control cannot be left with more 
than 200 separate districts and, because there is a very marked inequality 
between districts in the amount of money (vAnch has not been leveled up in 
the last 25 years), a regional pattern of control is necessary to try and secure 
this equality. * ^ 

Rudolf Klein, in his book on inflation and priorities, has ^ven some details 
about the differences in the expenditure in Britain on health service, per head, 
in different parts, of the country. Although, broadly, his thesis is correct, in 
detail his comparisons are not wholly acceptable because of differences in 
existing hospital distribution. 

The most important influence of ffie region-based on the university 
medical school which exists U the center of each of our regions-is the-, 
educational program: the graduate program in medicine and ongoing for all in 
medicine and, dentistry, and some of the higher training arrangements in 
nursing and the other professions. Suppoft of research needs a regional 
authority, also. For all these reasons we have, for every region (and there are 
14 in England),' an appointed autliority, ttesignated by the Secretary of State 
for this purpose. Wales with a population of 2.75 million and Scotland with 
5.1 million manage without the region as a level between department and 
district. 

It was earlier mentioned that local government had been reformed on a new 
area basis. These areas do not always conform to natural hospital districts. The 
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largest areas*(such as Birmingham^ have a population of as much as 1.25 
million persons, yA\\ch is far more than could be managed as one healthy 
district. And the area for local government is the area on which the 
administration of health sertices is based,- because there must he contact 
between the Health Authority and the other services of local. government, , 
especially social welfare and education. 

Funds from local taxation raised by local governmept-and that is taxation 
on property, not an mcome tax-provide for education, ^ social services, 
communications, environmental planning and other services and, at the district 
level,' {fit environmental sanitation. Health Authority staff provide-^local 
government with any necessary medical advice at both area and district level 
It IS essential to have an interface between health and education and the 
social services. Therefore, the appointed area authorities are not appointed at 
^ district level, they are appointed at the area level, and there are 90 areas. Some 
^ of the areas have only one district; others have as many as five. The job of the 
' area, in regard to the district, is to produce an overall plan for the are^ on lines 
approved, by the region, and to appoint a management .team to manage the 
health'services in the district. There is no administrative health authority at the 
district level in a multi-district area. ^^.^--^^^ 
^ If it had not been for the design of British local government, the area level 
in health admimstration would likely not have existed. But, because of the 
need to link health with other services, we either had to have a combination of 
distficts-a consortium-for this purpose,^ or we had to appoint arv authority. 
For various reasons, some of which are political^ an area auth<J?ity was 
appointed, and it is therefore in some cases slightly remole from the district 
vvdiere the action takes place. The service operational levels are essentially 
region and district, y 

At each district level, in or^er to provide a link with' public opinion, there is 
an appointed community health council, consisting of nominees of the elected 

• fccai authority for that district, other representatives of consumer interest, and 
people appointed also by the area health authority. As a further safeguard foj; 
the public interest, there is at the center aft ombudsman to whom complaint 
can be made by any person aggrieved at failure of the service tp provide 
adequately for his needs or about anything that may be^considered admin- 
istrative inadequacy. 

Well, what has been the outcome? The Service does work, at relatively^low 
cost, but with some needless delays. But each patient does have a general 
practirioner to v^om he looks first to get him any form of health care that he 
needs. Everyone does know, and broadly trusts, his own general practitionei^ 
for that purpose. Specialist services have been leveled up over the whole' 

* country, though they are still short of the level, either in numbers or in some 
respects in quality, that we would desire? 

. The. supportive and preventive services have been improved, and are much 
more ui€form than they used to be." But they depend on the efficiency of the , 
V local authority, and there are, for example, considerable differences inlthe 
' proportions of children immunized Against infections. Many authorities have 
more'than 90 percent of the children in their district immunized fujly,but 
there are some with proportions below 70 percent. There are complaints, 
usually about failures of communication or about delay. However, they are not 
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more than might be expected in a Service which, ptobably has'a mUlion patient 
contads a day. i 

' Long-term^ care, which before 1948 was snnply abysmal in most areas-and 
probably the same is. true of most coufitries-is now good in some areas, 
moderate in many areas, and in some areas still frankly bad. TJiere are 
considerable difficulties in building up real quality geriatric facilities and'some 
(long-stay psychiatric facilities. Even after a lapse of Ynafe than 20 years 
(because it is only abbuf20 years ago that we in Britain really began to 
appreciate the needs and possibilities for improving long-term care) the 
efficiency could still be substantially improved. 

The cost is rather less than one-third of the expenditure on health services ifi 
the United States, according to Maxwell's book. It is currently about 5.4 
percejit of the gross jiational product, compared with at least 7.6 percent of a 
much larger gross^national product in the United States. There was a large 
increase in that British proportion last year-it had been about 5.0 peK?ent-but 
that was simjjly because one of the features in the Health Service had been 
underpayment of many'lower-paid staff members and because the GNP fell. A 
9 percent increase in Health Service dosts in 1974 was attributed to increases in 
salaries and wages, 8 percent, and increased other costs, only 1 percent. 
' In capital investment there has been substantial delay and lack of totality. 
In the 1950*s. we missed 'out, and capital investment in the present financial 
circumstances necessarily is having to be checked. Further, it was not going, 
even^efore this, at the rate the Service clearly needed to catch the back-log. 
Regardftig the output of the Service: In 1949, 2.9 milHon inpatients were 
^ treated; tl^t is, 2.9 million discharges from hospitals took place. By 1974, the 
'nuinb^r of discharges in England and Wales'had risen to about 5.4 million. 
Thunt^^Ul^be seen that there has been a very substantial increase in inpatient 
work, althou^l^ere has been a decrease in the number^of hospital befis in use. 
Also, there are far more old and handicapped people being sustained under 
home care than ever before, and that is by choice. The number of psychiatric 
beds in use has, over the past 20 years, been reduced by something like 30 
percent. 

The average length of stay in geriatric beds fell 20 percent 'in the past 10 
years. The turnover in the same number of beds increased 25 percenf in that 
penod. This is a great increase in inpatient turnover, for we have fewer beds 
and shortened stay. The turnover increase has been most noticeable internal 
illness, where there are now 20 percent fewer beds provided and 25 percent 
fewer occupied, with the turnover in the last 10 years going up. from 1.1 to 1.6 
per psychiatric bed per, year. Most of these beds, of course, are long-stay, but 
most patients are now staying for much shorter times. 

The waiting list for admission to all hgspital beds has remained much the ' 
iamt throughout.. Because of the turnover,. the waiting time is less. However, if 
tiere is slill a waiting list approaching half a million-even jf perhaps^*'25 
pe/cent of the Hst consists of patients .waiting for tbnsillectomy-it is far too 
long. Old patients wait too long for operations for cataract; middle-aged 
women wait toalong for gynecological repair operations; patients with herniae, 
especially older patients, wait for months while- they should be kept waiting 
only for days or weeks. , 

The worst feature in the Health Service* at Ihe present time is the morale of 
those working in it. This morale problem arises largely from the disputes over 



remuneration that led to strikes among some of the io^ver-paid workers in 
1973, among other such workers and nurses in 1974, ariti to slow working by 
even some of the doctors earlier in 1975. This situation is partly due to the fact 
that the amount of national resources made /^aila^t^for health has beea less 
^than those people know has been mad^ available irt other countries. Even 
within Britain, the advantage given to Scotland in money per head for the NHS 
is in excess of 20 percent, and the staffing m Sc^tkmd is nxuch higher than in 
England. The level of discontent in Scotland is correspondingly lower. Should 
an outside comment on this be desirable, rather than my own, since I am 
committed to the National Healtl/ Service as an institution, I cite an interview 
with Robert Maxwell published in the British Medical Journal, August 15, 
1975. This amounts to an pn )rejudiced authority recorded m a some- 
times prejudiced journal. The interview was n»f^uxd\y optmiistic. He 
did say that confidence and beliel have been imdermined and urgently need to 
be restored. He also said th^of tiie organized services of the West, the British 
Health Service is the most economic knovNui to him. Corhparison with the 
USSR IS, of course, far too difficult Because jone does not know what values 
are there at all, but Mr. Maxvfell declared tljlat any alternative would be less 
complete, kss humane ,^ less efficient and more costly and, I would add to that, 
would almost certainly be economically wefse for the doctors as a w^ole. " ^ 

In dollar figures, the total Heaith-Smice cost in the last financial year was 
$7.25 billion for England alone, the percenfage of the gross national product 
was 5.4; the cost per head was roughly $15^ and that is, I believe, aboijt 
one-third of the comparable figure that woujd have applied to the United 
States for the same year. I already mentioned the increase over the previous 
year. * . 

To give some idea of what was happening in the 20-year period 1953 to 
1973, it is mentioned that total public expenditure in that period increased by 
99 percent. Personal social services expenditure increased by 506 percent, and 
education by 274 percent. Employtnent services increased in cost by 253 
percent, while social security^benefits increased in cost by 159 percent, and the 
National Health Service by 141 'percent. Thus it will be seen to be not eritirely' 
an unfair statemen-t that the National Health Service has not received treatment 
comparable with some other services. But the problem at present is not to get 
from government'^the additional £600 or £700 millibn at least needed f6r 
development, but to discover how to do*better with what is available, because 
in the liind of financial situation obtaining in Britain at present, tiie only way 
» one coUld get that £^0 or £700 million would be by raiding other services, 
and*no sejvice would, o]yshoiild willingly surrender sums^pf that order. 

Once again, I have^one on for far too long vid, perhaps, been too 
disctirsive, nonetheless there is a little time should anyone require elaboration 
of any'detail. ' ^ . ^ 

DR. DONALD fe' KORST: You mentioned. Sir' George* that an optimum, 
figure for population served by a hospital was 1 10,000 to 200,000. What have 
you found to be ah optimum size for a district? 

SIR GEORGE GODBER: We would use the same. Vfhen I said that, I njeant 
that a district of that order of population needs a district general.hospital. I 
think it very important to corre^t^e idea of some hospital-bound specialists 
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that a hospital^needs about 200^00 people 4o Iprovide it with pabulum. 
However, one must look aOhis in terms of district feeds. What a district needs^ 
is not just a district generalhospital.'In our idiom'it needs a district general 
.hospital at the center of a complex which includes health centers where 
community services are based, and has as its focal point, a postgraduate 
institute. So, when* I taUi^out districts, I talk in terms of both hospitals and 
community^services. ' ^ . ^ • 

DR. KOkST: How is th^t a/ranged in the more rural situations, where this 
involves a £|ir ly wid e area? . , 

SIR GEORGE GODBER: Well, again, it is not arr^ged. You need what you 
need. If one lives in an area, as I used to, of 170,000 people with a county town' 
of about 80,000 population as its center point, with the rest distributed among 
small towns and villages within a radius of perhaps 15 miles, then what is 
needed at the cei)ter is what is needed by 1.7O,QO0 people. One^ would nof 
think in terms of an ideal 200,000-serving hospital bf so many beds put down 
there, and then draw a line on the m^ to include.2O0;dbO population. In some 
ways, that is what is se*^ in a Russian rayoritywhere the decision may be, a 
standard hospital followed by allocation to it of the population within so many 
blocks.* " « , ^ ' f 

in Britain, we would look at ibquite the ofher way. Even in the large cities, 
one will find them sectorized because traffic in them is radial and people using 
public transport come along certain routes, and the hospital ought to be 
located at the nidus. 

cDR. LOIS K. COHEN: You mentioned the cost of the service towards tfie 
end, and I was wondering whether you might say a few words about°the fact 
that the National Health Service has begun to charge for dental services, in ; 
particular up to 59 percent of the cost of certain services, and what Jcind^of 
impact this has had on utilization? ^ 

^ SIR GEORGE GODBER: The Health Service h^been charging for dentures 
and certain kinds of dental service for more than 20 years. TTnis it cannot be 
said that this had 9 specific impact, except in certain directions. The charges 
tended to be proportionately higher for the provision of dentures, for instance, 
than for conservative treatment. The diarges were' waived for people under age 
21, for pregnant women,*|^they coiijd be paid in other ways for old people. 
They were deliberately ^[Hklto encourage* conservative dqntjstry, and they 
have certainly had that effect. ^ 

The provision of a general dental service has had very notable effects on 'the' 
frequency of emergeijcy dental Qare.'The numby of occasions when someone 
goes to a dentist for emergency treatment has gti^ steadily down throughout 
th^ Service. I would have to do a little research in order to provide the actual 
figures. The cost of dental treatment has not been an obstacle to obtaining it. 
The British are notoriouriy careless abbut jtheir teeth, arid the dental services 
that were available before 1948 were not adequate. If everybody had come 
along isking for dental treatment in 1948, the services wouW have been unable 
to cope. But, because of carelessnesSan the /population as a* whole, we got by. I 
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am not. speaking in favor of charges, but I believe the use'of charges to channel 
treatment in the most desirable directions has* in fact, been effective. ^ 

DR. EUGENE GALLAGHER: This is in the light of Or. Cohen's question. I 
believe there has for. a number of year^ been a proposal that hospitalized 
patients in the Health Service shoufd pay for the cost of their bosaSfox 
something like that. Do you think this will ever be enacted, and wliat is your 
reaction to the proposal? ^ - ^ ' ^ 

SIR GEORGE GODBER': I am quite certain that it would not be enacted by 
the present government, unless they were in a situation even worse than they 
conceive it to be now. Neverth^les§, I can tell^you that every government, of 
whatever color^ has looked at the effect of doing this. I do not mean that any 
Labour Government thought they would do it, but that every government has 
had before it information of the effect of doing this, and has decided -against it. 
I have some figures here. In order to raise £50 million for the Health Service, a 
charge for what you might call the "hot^ costs'^'of hospital, of £6 perweekf 
would have to be m^de, on the assufilpti,on#^at SO^percent of all patients 
would be exempt (because it would be of no use to levy.charges'pn many of 
the elderly or the mentally ill) and it would not normaUS^ be thought right to 
levy them upon children. And thfere would not be a large contribution unless a $ 
very substantial charge was made. l' was talking about £600 or ilOO milbou ^ 
1^ more being needed. It can be seen that in order to get £500 million, one would ^ 
have to levy a charge of £60 a week, and that would still be^a great deal less 
than the actual cost of* maintaining a bed. Of course, not all the costs ;3f the 
Health Service are in the hospitals; but £60 a bed would provide the £500 ' 
million. If one looked for only one-half the £500 million from ho^ital service^ 
which is about a fair division, I suppose, that would still mean £30 a bed. I do^ 
not believe any government would face a charge of that order; they wptild look, 
'for other ways. 

DR^STUi^RT SCHWEITZER: Do you believe that^xharges would have 
value-not as-a source of revenue, perhaps-r-but as a mechanism for redirecting 
utilization? Would these have a beneficial impact on eitlje'f ^ngth of stay or 
choiie of ambulatory versus inpatient services? Would, this situation be 
desirable, at least to some extent, in Britain? ^ ' 

SIR GEORGE GODBER: I may be giving you a purely personal opinion, 
-but I think its effect would be heaviest on those to' whortl it was most unfair. ^ 
After all, the average stay in Britain is not as short as in this country, it is true. 
But a good many admissions that take, place in this country would not take ' 
^ place at all in Britain. For instance, in the United States, gbout 250 percent as" 
many cholecystectomies are done as in 'Britain. Well, I do not wish to do 
anything that would make it possible for us to multiply the number of 
cholecystectomies by twoand a half. I would not want to^see the woman v^^o^ 
now stays 6 days after«ivery being urged by her hard-Up husband to come 
-home after 3 days; I do^ot think it woufd help. The Britislvadmissipn rate is 
very much less than in thevnited States ot Denmark or Sweden, and not rpuch 
more^ than one-half that in Saskatchewan, so I do not <hink that it would have 
a desirable effect at all. It wcwld be simply a revenue-raising device. 
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Dft', LEIF HAANES OLSEN. You mentioned local property taxes beipg ^ 
used for financing some of the services. Did I understand corre.ctiy-possibly^I 
Sm jumping to conclusions-that. there might not be substantial separate^"^ 
subsidies from the national government to finance health-care delivetiJ Or how' 
is it organized and how |s it arranged, the whole financTr^of the total package 
of health services as they are available on a regional basisr 

, Si^ GEORGE GODBER: The area health authorities and regional health 
authorities ard appointed authorities. All their funds come from central 
government. The personal social services are run from local rates-these are 
property taxes— by local government, not by the area health authorities. 
Government does make a grant to local authorities for all their services at a rate 
which is of the Order of one-half. It is varied so that the poorer authorities, 
with the smaller resources for the population they have to serve, get a higher 
percentage grant .than the relativel^'^ well-to-do authorities. But the Health 
Service proper- is financed fronKcentral funds, including an insurance 
cpaifibution by employed workers. The insurance contribution is,quite a small 

"^part of the whole that the Health Service costs. The contribution is^paid only 
by those who are, at work, and the payment of that contribution is not a 
condition of access to the Health Servide. Entitlement does not depend, on 
that; entitlement depends on your need of the service, not on past 
contributions, so that one would get care even if a visitor to tlie country. It 
would not 'be refused^if it was care that was needed, even if only on an 
overnight stop at'Heathrow Airport. ' 

DR^ SCHWEITZER: Can you comment on the role of the private 
sector In Britain and, especially, the new regulations concerning the use of 
private beds within Health Service hospitals? 

SIR GEORGE GODBER: I will be discussing that in one of the later talks. 
Broadly, the private^ctor in the hospitals has been only aboiit 2 percent of all 
admissions. The voluntary insurance systems which support privaje patients 
had only about £36 million a year premium income, whereas the Health 
Sejvice as a \Aole then cost more than £3,400 million. Thus it will be seen that 
in Britain the private sector is but a tiny factor. I know it has been aimounced 
that Britain's present government i? going to phase-out pay beds in hospitals. 
But that has not yet been dones there are still about 4,000 of them* and there 
are still some 120,000 patients being admitted to them annually, but the 
comparison is 120,000 against approaching 5.5 million' patients. 

DR. COHEN: You commented earlier about group practice, that in 
1961 there Were already about 600 general group practices. I wonder whether 
you can elaborate on the forms of group ^actice and their services? 

SIR GEORGE GODBER: I should have said that the group pfectice-and I 
will deal with this in detail when I am discussing the details of general practice 
later on-^means only groups of general practitioners with the nurses, midwives, 
and public health nurses who work with them. The nurses are paid by the 
health authority they are not the doctors' staff in the sense that these employ 
them. 
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September 22, 1975 

THE DEPARTMENT OF IjEALTH AND 
SOCIAL SECURITY AND THE LOCAL AGENCIES 

DR. MILO D. LEAVITT: Sir George Godber, Scholar-in-Resideace, wiU 
today discuss the third topic in his lecture series on the British National Health 
Service, entitled The- Department of Health an(^ Social Security and th^^Local 
Agencies., '/^^ 

.In the first presentation we covered the evolution of the service, including 
the considerations which led to its establishment. Last week u>r. Godber 
discuss^ the present status of the "National Health-^ervice, including some of 
the problems facing the system today. Today lie Afill cover the manner in 
which the system is structured, namely through the Department of Health and 
Social Security and local, agencies. As many of us here are employed through 
the U.S. Public Health Service, responsible not only for advancing medical 
knowledge, but also for improving the'Tiealth of the American people, today's 
topic should be particularly relevant to our interests. 

Once again. Dr. Godber will allow time for questions at the end of his 
presei^tatipn. 

SIR GEORGE GODBER: Now, you may think that the first two^ talks were 
excessively historical, but in fact I don't think it makes much sense simply to 
take a phofcgraph oj>diat we^ave, the situation of today. I believe one has to 
look at how the/institutions evolved ^and* how practice evolved, because 
otherwhcNiak^k^ are certainly going to be made by the reformer who comes 
along and looks m strict logic at a pattern which may not now be very logical, 
and tries to take short cuts. I am sure that the United States cannot So this sort 
of ^thing in developing health services or s6cial services, and this thought lies 
behind anahswer I gave at the end of our first discussion when J was asked 
which pattern did UMnk the United States might copy. ^ 

• I don't think-there will be copying of any pattern. Methods that have been 
used elsewhere may be adapted to the American picture, but I do not believe 
that the British National Health Service is an exportable asset (and I do believe 
it is an asset). 

' In the first twq talks (and I shall do the same in this one) I was trying to 
present to you the pattern of evolution and the structure rathet thai^ great 
detail about particular aspects of the Health Service, which I hope to coVer.in 
subsequent discussions. . ' ^ 

The Department of Health aAd So^al Security is the lineal descendant of 
the General Board of Health, which was set up und?r the Privy Council in 
1848. There was no central government agimcy^responsible for health before 
that, although there had been a short-lived board set up in^e 1830's, when 
cholera was thou^t to be coming to Britain in one- of the earliest pandemics of 
yAiich we have record.^Tiere had been a Poor Law commission operation from 
the middle 1830's, and the local Poor Law authorities had marginal health 
interests, becaus^f it was their job to look after the indigent and among the 
indigent there would always be some who were sick. Admittedly, people 
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Unded not to last long in those days, but still there would be some sick 
persons. ^ * 

Poor Law in^itutions for the care of the destitute componly included 
infirmary blocks, which were a kind of primitive hospit«h The Poor Law 
commission was set up to provide central guidance for the Boards of 
Guardians, which were the locally elected Poor Law authorities. 

The first really serious attempt to introduce local health control through 
sanitary services was as a result of an Act of \ 848, and the first local h^ealth 
officers were appointed then, in Liverpool and London, and the Board of 
Health was appointed in London. The Board of Health was simply an advisory 
body answering to the Privy Council, and it appointed as its first medical 
officer, in 1^6, Dr. John Simon, who since 1848 had been medical officer to 
the City of Condon. He moved to the central authority, and he is one of the 
great figures in the history of public; health in Britain: In 1856 he wrote the 
first of the annual reports on the state of the public health covering that year, 
and he was responsible to the Privy Council which in turn was responsible for 
government under the Crown, in detail, only in those areas where there were 
not established departments of government such as the Home Office, the 
Foreign Office and the Treasury. 

In 1871 the first independent department of government dealing with 
health was established as the Local Government Board. Irhad a President who 
was a minister in the government and a Member of Parliament, but no other 
members. This minister and his department had central responsibility for 
guiding the local bodies administering the Poor Law, and the elected county, 
borough and ^district councils later established to carry responsibilities 
previously undertaken, if at all, only by parishes. The department was strongly 
biased toward Poor Law administration because that was the first area in which 
the/e had been substantial reform beginning in the 1830's. The Board started a 
vigorous effort to improve general sanitation through the local councils, which 
spon were required by law to appbint their own health officers, whose security 
of tenure and therefore, to some extent, independence of judgment was 
guaranteed. A local authority could not dismiss its Medical Officer of Health 
without consent of the President of the Local Government Board. That was 
very necessary protection when, among the people elected to the local council', 
there would almost certainly be some of the people owning slum property 
which the Medical Officer of Health might want to condemn. 

That was the main drive of central and local government in the second half 
of the nineteenth century, and it was reinforced in the control of communi- 
cable disease by laws which required notification of specified diseases and the 
provision of isolation hospitals. Separate laws also required provision, by the 
counties and cities, of hospitals ft^the mentally iIH^ndan autonomous Board 
of Control, not under the authority of the President of the. Local Government 
Board, was established to supervise mental hospitals. 

XJje larger local councils were given increasing responsibility in health and 
other fields, including public safety, education, provision of roads,*, water 
supplies, sewage disposal and, later, housing. Although health responsibilities T 
increased after 1900 to include obligatory personal^ heakh activities for ' 
schoolchildren in 1907, and optional services for the care of preschool children 
and expectant and nursing mothers, they were n^ver more than one duty 
among many, and that is^Jh^ contrast between the association of local 
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government with health^^^s in, say, Swedenx)r Dejimark, or New Zealand, 
^ and Britain. The principll re^onsibility of a local authority, a cgjjnty council 
in Sweden, is health? Eighty-five percent of their budget goes on health, and 
therefore the locally-elected* council takes an intense interest in its health * 
services and a great pride^ in its hospital services ; whereas in Britain, with manj% 
oth^functioAs depending on the '^ected council, he^ilth was likely to be a less 
prominent activity. ^ ' /. 

The Lx)cal Government Board had central responsibiUty for the environ- 
ment, for housing, and these health activities, but in them the Poor Law was 
still a do/hinating influence. It was perhaps for that reason that when national 
health insurance, to provide primary care for insured workers, wa^ introduced 
in 1911, it was given to an autonomous corT>mission, as mental health had 
been, not to the Local Government Board which had the other health 
responsibilities. School health had already been assigned to the Department of 
Education, which was another board having a chairman and no members. 
Later, during or just before World War I, when tuberculo^ and venereal 
/ disease services were thrust upon local authorities, they also .were the 
responsibility of the Lopal Government Board.* Subsequently, in 1919,- a 
Ministry of Health Acl was passed to concentrate the health concepis of the ' 
government under one department, responsible' to a Minister 'of Health*. The 
new ministry still had responsibility fopenvironmental hygie^te, including water 
supply, sewage disposal, refuse collection, and that sort of thing. Tha^Jdnd of 
activity had been most important jn improving the standard of health in the ^ 
second half of the previous century and, for that matter, irrififc first 10 years or 
so of this. The ministry was still responsible for food safety, hou^ng, for the 
central administration of the Poor Law 'and environmental hygiene, but it was 
also given a new range of responsibilities for maternal and child welfare, for 
tuberculosis, for venereal disease, for controlling corrihiunicable disease, and 
for the growing health needs of Poor Law institutions. The latter mostly now 
. had large infirmary blocks, because from J900 onward, the life expectancy in 
Britain' was rapidly increasing. '^The number of p^ple reaching later ages, and 
therefore likely to be grouped amoiig the chronic sick, as in the United States, 
was steadily growings As a result, local authorities were?* beginning to. develop 
their own general hospitals under the Poor Law system. Tliere are in Britain * 
some hospitals built since 1900 simply as a PooNLai^jii md riot primarily a 
health, exercise. Trom 1^920 to 1|39 the health ministry recruited staff to 
conduct surveys of the health activities Of local authorities, and to give them ^ ^ 
detailed advice. The years between the World Wars were years of japid 
expansion of personal health-care services provided by local authorities, though ^ 
not general practice or primary care, except as part of relief for the indigent. 

The National He^th Insur^ce Commission was brought over to the new 
Ministry of Health in 19^0; tlie commission itself was dissolved, and its staff 
^ply attached as one of the ministry departments. I jpined the Ministry of 
I Health staff in 1939, and it certainly would not be true to, say that between 
I 1920 and 1 939 that particular branch of Ministry of Health activities had really 
, been absorbed into tl^| mainstream. It still tended to operate very, much as if it 
remained a separate department. The Board of Control, which was responsible ^ 
for the central supervision of mental hospitals, was tinder the authority of the 
Minister of Health, but it was not a part of the Ministry. . 
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The non-hospital personal health-care services that were being provided by 
local authorities were essentially complementary to the main area of personal 
health care, which was. obtained either through national health insurance or 
privately.- 

The Public Health Law was consolidated in 1936, an? the Local 
Government Law was consolidated in 1929 and 1933. Consolidation gave no 
control over voluntary hospitals but they were brought into civU defense 
preparations which were made in 1938 and 1939. There was increasing concern 
for health and personal health care, -shown by the large between-wars 
development of maternity services, following agitation about the maternal 
" death rate which at one stage had reached 4 per 1,000 births, and pressure for 
the provision of some special services like treatment for cancer. These led to 
the introduction of a special Act in 1939 permitting expensive services such as 
the use of ionizing radiations, mainly from radium, to be provided by public 
funds. 

During the period 1939 to 1945, the Ministry cjf Health was responsible for 
the medical side of civil defense, and for much of the treatment in the United 
sKingdom of service casualties-not all of which went to Army, Navy or Royal 
Air Force hospitals, although such' existed. A large pi\)portion of casualties 
brought back to Britain after the invasion of Europe were treated in civilian 
hospitals, which had been specially staffed, and in so^ne cases extended for that 
purpose. This meant that, in the Ministry, health was beginnmg to preponder- 
ate Wer enviro;imental and Poor Law concerns which had dominated it in the ^ 
cflrlier years* A team of -administrators and doctors from this group, a small 
team, was buUt up in the early 1940's to plan the National Health Service, and 
that tAm continued with additions to guide the introduction of the Service up 
to the 1946 Act, 

The Ministry of Health's responsibilities had become- two wing«: the old 
• local government wing, which \vas concerned with housing, water supplies, 
sewage disposal' and that sort of thing, and the new health wing, concerned 
with medical care and prevention and with some of the supporting social 
services. The National Health Service legislation, which was part of a program 
that had three elements-hfealth, assistance against destitution, and social 
instirance -therefore was introduced as part of a complete reorganization under 

■ government of social security services of all kinds* 

if The idea was to bring togetlier personal and preventive health as one group, 
assistance to the indigent as a< separate social security group, and insurance 

. systems covering cash benefits^in periods of ill health, retirement pensions and 
unemployment benefits. Personal and preventive health and assistance to the 
indigent stayed with the Ministry of iiealth-that is, direct, not cash, 
assistance-and insurance systems and cash assistance to the indigent went to 
the new Ministry of National In^su ranee, 'which was set up and. took on' these 
new responsibilities on 'the same date as the introduction of the National 
Health Service. ' . ^ 

The one component left out of the Ministry of Heahh services at that time* 
was town planning, which was a new development in Britain. This had gone to 
a new department, and that^begame significant later on. At the time of the 
introduction of the National "Health Secj^ice, in 1948, the Ministry of Health 
still hadlarge housing andiocal governmeivN^esponsibilities. 
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Special hospitals for mentally-disturbed persons before the c6urt|t\v^^in 
* fact ^he only directly-managed clinical services, provided by the S^th 
department. Th^ welfare of deprived children^ which had been with the health 
department, was transferred under a Children's Act to the Home Office. The 
Ministry of National Insurance, which had taken on the insurance respon- 
sibility, did not have responsibility for war pensions at that time. This 
remained with a separate Ministry of Pensions, which also provided hospitals 
for pensioners as^^s tKe VeterankAdministration here. 

It was clear yffial.. there had toTe further reshuffling to provide a logical 
distribution of central government responsibility, and in 1951, that tookplace. 
The separate Ministry of Town Planning took over the responsibUity for 
housing, water, sewage' and the rest as a 'Ministry of Housing and Local 
Government and, for the first time, the department centrally responsible for 
health was dissociated from the other responsibility of central guidance for 
local government. This left the Ministry of Health a much smaller department, 
the only disadvantage of which was that it became less important in the 
hierarghy of government departments. The minister ceased to be automatically 
a member^of the^ cabinet, and to that extent might have less influence in the 
councils of central government, and also less strength when it came to seeking 
additional funds for the health services. 

Scotland was separate and had a separate Secretary of State for Scotland, 
who was always a member of the cabinet, and this may have been a significant 
factor in the larger and progressively increasing amounts of money in 
proportion to populatibn made available for the Health Service in Scotland. 
That still left Britain with a separate Ministry of Pensions, which was dissolved 
in 1953, with the clinical services being transferred to the Health Department. 
These were a number of hospitals for pensioners, and the limb-fittingf service, 
which had been used for amputees, whether service or civilian. The change left 
the pensions responsibility to the Ministry of National Insurance, now called 
the Ministry of Pensions and National Insurance, to complete the responsibility 
of that department for cash assistance in all forms. ^ 

So the Ministry of Health now had all personal care and preventive health 
services-except "those for the medicalliservices of the Armed Forces, the 
medical services^or deprived children, the school health service, the prison 
medical service, and occupational health. Although qui1e a long list, it left the 
bulk of health responsibility with the then Ministej of Health, and in order to 
provide coordination with some of the other services, the Chief Medical Officer 
to the department was also Chief Medical Officer to Ue Department of 
Education, and to the Home Office. He was^so responsible for secviring 
medical advice for the Department of Housing and Local Government, and to 
the Ministry of Agriculture and Food. There was thus a very large measure of 
^^^'^^^^^'^ professional and technical sides. The Chief Medical Officer 
was ^^so an assessor at the Medical Research Council, and entitled to attend all 
its meetings. Therefore, at that' time, only military and occupational healA 
were completely detached from the main health department. 

There was still a Board of Control for the mentally ill and handicapped, but 
it was operating as a psychiatric department of the Ministry of Health, and the 
hospitals were all part of the National Health Service. It existed only because it 
was felt necessary to preserve an independent entity^deaKng. with some 
questions of freedom of the subject, as untU the Mental Health Act of 1959, 



the jiinajority of admissions to mental hospitals in Britain were under 
coiipulsory certification. Now, only a very small proportion of patients 
admitted to mental hospilfals are certified and can be detained; the great 
ipajority are voluntary patients. 

The final major reshuffle came in 1968, although there were some elements 
to come in afterwards. The Ministry of Health, responsible for health c&e and 
related social services, and the Ministry of Pensions "ani National Insurance, 
(today calkd the Ministry of Social Security) responsible for the whole of the 
pension s^tem and cash support to the destitute-these were to be brought 
together into a single Department of Health and Social Security, under one 
Minister. The Secretary of St^te became responsible for one of the largest 
departments of goverriment, and therefore a more powerful Voice in the 
cabinet -though, as I shall show you in a moment, not necessarily a voice only 
concerned with health when there were arguments about money. 

Broadly, the foregoing covers all personal health care and prevention, 
including since 1974 the School Health Service, the personal social services 
provided by local authorities including care of the aged, the handicapped and, 
since 1971, dep^ved children, when that group was brought back from the 
Home Office, in one block. The social security services covered allTcirtds of 
insurance payments and supplementary grants including spe^al grants provided 
to secure attendance upon people who were housebound. It still left the 
department's Qiief Medical Officer responsible for advice to outside depart- 
ments, particularly the Ministry of Agriculture, Fisheries and Food, and the 
Department of Educa^onand Science (oh problems of education, for instance, 
including medical education) to the Home Office on the Prison Medical 
Sendee, and ev^n a httle group concerned with the overseeing of the prevention 
of cruelty to animals in laboratories, and to the Department of the 
Environment on chemical agd other hazards in the environment. And today 
this officer is now a member, not merely an assessor, of the Medical Research 
CouncU. 

Therefore, occupational health is the only anomalous group left, but this is 
now under a detached authority, not directly under a ministry. There is close 
personal liaison across the whole of the medical and related fields. 

The arrangement is logical, but it has one potential major weakness in that 
that one minister fights for funds for both cash and care. Perhaps it is not fair 
to say it is a major weakness, but it dould be a major weakness. Out of a 
limited social budget he, the minister, may be unable to do justice to both, and 
he might lean to one or the other side for reasons of personal inclination or, 
conceivably, electoral attraction. At a time of retrenchment it might. seem 
easier pohtically to cut services than cash .allowances. The solution to this is 
probably precaution rather than change. 

That has been the pattern of the evolution of the central department during 
the life of the National Health Service, and the pattern of local agencies reflects 
the central developments. Elecjted local government began with Boards of 
Guardians in 1834, controlling areas which were simply combinations of 
parishes which had previously carried the Poor Law responsibility from 
Ehzabethan times after the dissolution of the monasteries. City councils also 
existed, and counties had historical boundaries going back even further, 
sometimes to areas that in Saxon times were suitable to recruitm'ent of the 
militia, and not necessarily very suitable boundaries for organizing today's 
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health care. Counties were later divided into urban and rural districts, whose 
councils' main functions were basic environmental control, and the control of 
communicable disease. Personal preventive health services were simply given to 
the larger, authorities as they came' along. Treatment services were added to the 
larger authorities when the Poor Law was broken up, finally, and the function 
and institutions went to counties and to larger towns which had couiity 
status-about 140 authorities in Englaiid and Walps, with a population then of 
less than 40 milhon. * ^ 

The size of those authorities varied from fewer than 20,000 in the tiny 
County, of Rutland to 4 million at one stage, in the County oflbondon. The 
boundaries were quite irrational, but political resistance to changing them was 
always e^^tremely strong, until finally in the 1960's a commission recom- 
mended a reorganization which was put into effect at the time of the change in 
health service administration in 1 974. ^ 

The definition of units naturally had functions other than health in mind' 
even then, and the boundaries then were i^L4f signed primarily to fit health 
needs. For that reason, and because therS was no regional unit, and the 
professions were stron^y antagonistic to coiitrol by elected local government, 
a separate administration (though using similar area^) was chosen for the 
National Health Service. Local government finally lost the management of any 
health services except for environmental control. 

The final break came with 1974's changes, but part of the change had 
occurred at two earlier stages. In 1911 w4ien national health insurance was 
introduced, it assumed in general responsibility for contractual arrangements 
with general medical and dental practitioners and pharmacists and the 
sight-testers for those services. The local committees were roughly of equal 
numbers from societies and the professions for each county^ o; city. In 1948 
when participation by th« Friendly Societies and independent insurance 
ceased, similarly constituted bodies, called Executive Councils, were composed 
of professionals, nominees of the elected local authorities, and a few others. So 
for the first time local government was indirectly getting a foothold in the 
management of primary health care. 

In 1974 all these were transferred to management by the unified health 
authorities, and special, committees (the Family Practitioner Committees) had 
to be set up by each health authority with a specified constitution of the same 
kind. ' • • 

In 1948, "when all hospitals were transferred to the Ministry, 14 English 
regions and Wales, plus five regions in Scotland, were defined for the 
administration of hospital services. TEach had an appointed board to plan 
specialists' services, employ all the senipr medical and dental staff and 
undertake necessary capital building work.. Each regional board defined 
hospital groups, not geographical districts^ and appointed management com- 
mittees for them. Local authority members were chosen, not as delegates of 
their authority, but as persons for membership of both the boards and the 
conmiittees. Hospitals that were associated with^nedical schools were 
separately designated and given boards of governors consisting of one-fifth 
representatives of regional boards, dne-fifth from the university, and one-fifth 
from the senior'medical and dental staff. They were answeratle directly to the 
Minister and not to the regional boards. 
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All the money for hospitals and for the family practitioner services came 
from central taxation, plus a central contributioirtrominsura^ funds. The 
county and city councils that ran the personal, preventive and support services 
had approximately a 50 percent subsidy from central taxation for their ^ 
services. They ran the preventive and support services of home nursing, home 
midwifery, public health nursing, home help in time of sickness, immunizatioti, 
provision of health centers, ambulan^s, after-care services, mental hefalth 
support, and well-baby clinics. Separately, they were also responsible as 
ecjucaiion authorities for the School Health Service under the Department of 
Education. This meant a very strong department mffuence on hospitals, the , 
running cost of which was about one-l5ilf the total health funds for health and 
personal social services, and the capitidj^elopment about 1^ percent. So the 
cost of hospitals is the largest component in the expenditure of the health side 
of the department. 

The family practitioner services-primary medical care, dental care, and 
pharmaceutical services and services for providing spectacles-add up to only 
18 percent of the total expenditure, and the expenditure on local authority 
health services only 6 percent. Sixteen percent ^f the present Health and, Social 
Services budget is for the personal social services which are often in support of 
the health serviced - 

Since 1974 in England all finance for health services has come from central 
taxation and small contributions from insurance and payments by patients; it is 
kll distributed through regional health authorities to area health authorities. In 
1974 all services were brought together in England under the regional tier. The 
Secretary of State appointed regional health authorities for 14 regions in 
England and chairmen of area health authorities; the regipnal health authorities 
appointed the members of area health authorities, incliiding.some nominees of 
the local authorities and the professions. Thus the funds coming from central 
sources were all administered by appointed authorities. 

The 14 regions are liealth regions approximating tho^of the old regional 
hospital authorities. In all cases they now follow local authority boundaries, 
because of the need to avoid confusion between health and local authority. 
The area health authorities each administer the services within the area of a 
local authority, but their membership is appointed by tfie regional health * 
authority and they use ahe same areas only iri order to secure closer 
cooperation with the personal socl^ services, education, and the other services 
provided by the elected authorities; there are 90 of them. 

The first task of the area health authorities was to decide whether the health 
services in their areas had to be administered by one or more districts; today, 
most of the authorities include more than one district. They appoint; for each 
district, a district management team, which is a multi-discipUnary group 
including an officer responsible for finance, a senior administrator, a 
representative doctor from general practice and another from the hospital 
staffs, and the community physician (whom we will discuss in one of the later 
sessions) and a district nursing officer. The district management team is the key 
to the management of the Health Service, because it is at the district level that 
services are effectively coordinated. There is no administrative council pr 
committee at that level; the district management team is answerable directly to, 
the area authority. 
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The area authority is necessary because the elected councils of the counties 
have the responsibility for personal 'social services; and there has to be close 
communication between health and social welfare and because the health 
authority is responsible for the School Health Service, also education. 
. This is the really difficult par^ of the present organization. It would not 
have be^n possible to have had a purely health-planned administration, an 
appointed authority for each district for all the health services, and an 
appointed regional authority for each region for all the health services. In those 
circumstances it would then have been necessary ►to arrange that the district 
authorities combined in order to secure close coordination with social welfare 
and with education and housing and other relevant services which were the 
responsibility of the elected authorities. For strong political reasons the 
authority was set up at the area and not the ^strict level. That means that 
there are 90 of them, and the system is not broken-down between something 
like 20O*district authorities. It would have been possible t^o dispense with the 
regional authority, giving all the power to the area and allowing for regional 
functions through a combination such as exists in Sweden, where counties 
combine tcJ provide some of the services. Had that been done in 'Britam, 
the link with universities would have been lost, and there would not have beeri 
a broad enough basis for planning some of the specialistservices-or for taking 
on feducation, particularly postgraduate e'ducatioi^Howfever, the end'stage in 
organization has not yet been reached, I am sure. It is not thought that the 
system can be interfered with again within the next few years, although it is 
' obvious, from some of the views expressed on behalf of the present, 
govemment, that they do not entirely like the system taken over from their 
predecessors. Metamorphoses* of this kind can be undertaken only every so 
many years, and I believe that the present system is almost certain to run for at 
least 10 years-that is till the late 1990's at least. 

To return to the subject of the Department of Health and Social Security, I 
said that the Chief Medical Officer in the department had slightly wider 
functions and goes outside the department in some of his responsibilities. 
Within the department, there is something which in the United States possibly 
would appear very strong. There are parallel hierarchies, administrative and 
medical, and there are chief officers in other professions: dental, nursing,' 
architectural, engineering and pharmaceutical. The Chief Medical Officer does 
not have co^rol over the Chief Dental Officer or the Chief Nursing Officer, or 
the_Chief Pl^macist. He has a gejieral coordinating role with them; still less 
'ifloes he havfr control over tjie architects antf the engineers. 

The departrft«nt run? nothing direct, except for three special hospitals for 
people.guilty of crimes or unfit;<tp plead, sent to hospitals because of their 
mental illness or mental handicap. It also has two separate agencies, a public 
health laboratory service board and a radiation protection service, each 6f 
which is run by an autonomous board funded by the health department. The 
department is headed by a Secretary of State, who is a politician, a Member of 
Parliament. In my time he has always been a member of the .House of ^ 
Commons, and because he has so much on which to answer questions in the * 
House of Commons, 1 believe that this^rrangemeilt will continue. Under him 
he has the parallel administrative and medical hierarchy. There is a Permaner?\ 
Secretary responsible for running the office; he has direct responsibility for the 
work in the health area. There is a second Permanent Secretary responsible for 
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administrative work on the social security side, and there is a Chief Medical 
Officer, ranking equally with a Secretary, who is responsible for ensuring that 

• appropriate professional advice is provided to both sides of the department. 
The Quef Medical Officer's responsibility embraces both sides of the 

^ department. He has the right to go directly to the Secretary of State, and he 
cannot be overruled by his administrative colleague (neither can he overrule 
him), but I know of no difficulty arising from that. A sensible accommodation 
of differences is always possible betweeti reasonable people. 

There is also a Chief Scientist, who at the n^oment is a very distingMjshed 
former professor of medu?ine, and a separate research organization within the 

• department, which also i^^^related to both health and social security sides. The 
department is organized in groups of administrative divisions, each group under 
a Deputy Secretary, and each group matched by a group of medical divisions 
under a Deputy<X!MO which provide to their administrative opposite numbers 
the technical advice upon which much of the policy may be based. When 
appropriate, the other professional divisions, nursing, dentistry, pharmacy, are 
also matched with administrative divisions^ThJere are about 7,000 staff, 
members on the health side, and. 85,000 in social security. The reason for the 
difference is that local work of the insurance and social security systems is 
undertaken by departmental staff. The health department staff is concerned 
only with guiding and influencing the work of the administrative bodies 
established outside. The spcial security side staff go out and do the local work, 
so there is an extensive, regional, departmental system. The total professional 
staff on botfi sides^of the department numbers 1,500, of which, about 
one-fourfli are medical. 

The combination of health and social security is recent, and'there is not yet 
a great deal of pooling of resources v^ithin the department. Each of the 
Permanent Secretaries is an officer independently accounting. to the govern- 
menj, which means that he is responsible for ensuring t^at the money voted by 
Parliament is spent in accordance with Parliament's mandate and not 
someone V^^him. 

There is one Chief Medical Officer who operates across the whole 
, department and, as I said, the only professional services directly provided are 
^for*4he provision ^(^''artificial limbs, and special hospitals for^e mentally 
disturbed who must be detained in secure accommodations. 

There are seven major blocks of work, each under a Deputy Secretary. One 
gives general administrative support to the office as a whole— the organization 
of the whole office-and deals with'cbmputer services and statistical services in 
, support of both sides, research^ the -economic* advisors, 'all establishment 
questions,^ and ^ central* long-range planning unit. This block^ operates, 
therefore*, across the whole department. 

There is a services development group on 'the national health and personal 
social services side, divided up into eight divisions with particular functions 
attached to e^ch.-Three deal with special aspects of the health sen^e, others 
the Socially handicapped, ttjie* local authority social services, mental health, 
children (including the School Health Servie^, and medicin^, ^food,^ and 
environment^ health, i^other group is responsible /or the regi^iildevelop- 
ment of health and personal social services. Ift staff is concetned with regional 
♦ liaison; it provides the guidance required directly to the regional and area 
. health authorities, and it deals with the capital program. - * 

« 
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A fourth group is concerned with personnel questions of all the professions 
and the associated staff. There are two groups of. divisions dealing with social 
security, and there js one common group of divisions managing finance-both- 
health and social security. At present, the Deputy Secretary in charge. of that 
group also is Accountant General for-the health side. 

There are regional and local offices for social security; and only small 
regional staffs for liaison on health and personal social services. 

The purpose of my discussing this kind of development is to show how and 
why things have come together irt this particular form. ^' 

The total cost of the National Health Service in the period 1974-75 was 
roughly $7.25 billion. The total cost. of personal social services^was $1.15 
billion. In the health buildup, 6.2 percent goes for general medical services, 
that is, primary car^, $44S million; general dental service, 4.6 percent, $320 
million; the pharmaceutical services, 8.92 percent, $640 million; the opthalmic 
service, providing spectacles, 1.4 percent, $75 million; hospitals* current 
expenditure, 57.7 percent, $4,183 bUlion; and hospitals* capital, 8.15 percent, 
$590 millibn. The 'local' authority personal social services, account for 6.5 ^ 
percent, S470Tnillion of the combined health and social services total. 

The percentage I have given you for theliealth services are percentages of 
the expenditure on health, not of the combined total. The funds for this 
expenditure derive 90 percent from taxation (again, this is for health), abodt 4 
percent from users; and just under 6 percent from aTixed contribution from 
the National Insurance Fund total. ^ 

ThaT proportion of British gross national product spent on health at the ^ 
present time is 5.4 percent- which is a considerable increase over the previous / f 
year, when it was slightly -jn excess of 5 percent. This is mainly due to large// 
increases in remuneration accorded staff at all levels during that particular'^ 
financial year^and to a fall in GNP. It is not due to a 9 percent real increase in 
the expenditure on services; only about 1 percent increase was attributed to 
that.- ' 

I am afraid that^the foregoing may have provided nothing more than some 
sort of historical understanding of ho^V we in Britain came to the point we have 
reached. I have not attempted to deal in detail with the breakdown of function 
within the departmqjVj>ecause I doubt it would be relevant to present 
American concerns; but if there is anything that you would like me to try and 
enlarge ufton, I will be very happy to answer questions. 

DR. LOiS K. COHEN: I was concerned, or rather, I am interested in the 
functions of the department, particularly if yoi^could elaborate on the 
research rofe. You mentioned briefly that there flBjgearch operation d^ing ' 
with the health sector under the social security function. 

SIR GEORGE GODBER: There js a substantial expenditure on research. " 
Much of it is in connection with th^^ development of equipment, of computer 
metho^, and the use of, for instance, dervtal materials. Part of it is concerned • 
with studies on the effectiveness of the Health SeiVice in various ways. I recall 
a study on the relative costs and clinical effectiveness of two different methods 
of treating varicose veins, for example, and also for the support "of minor 
clinical research, which is done throu^ the health authorities. They budget for 
it and obtain an allocation in accordance with the pra#am fli^ they foresee, 
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which is a means of helping the beginner in research-the man wfio thinks he 
sees -something worth studying but does not go to the Medical Research 
Council for what seems a relatively minor thing. But this money can be spent^ 
on quite large undertakings. For instance, there^ is a unit engaged in 
epidemiological studies within^ the Health Service and the effectiveness*flf 
different methpds of providing^ particular kind of care, research based at the 
'Qinical Research Centre at Northwick Park. The health d^mrtment pays 
one-half the cost, and the Medical Research Council provides the^ther half. 

Also, there w^s a large investigation of psychiatric care in the Camberwell, 
London, area, involving maintaining a special register. This was smarted as a 
piece of health department«supported research, later adopted by tne Medical 
Research Council. There is also a unit for the study of drug dependency, 
supported partly by the Medical Research Council, p&rtly by the department. 

^DR. COHEN: Then the department engages in direct restsarch in-house, and 
jointly with the Medical Research Council supports research done either by the 
local authorities or ty universities? 

SIR GEORGE GODBER: It may support it jointly with the Research 
Council, or it may do it simply by allojtiijg funds to health authorities or 
universities which have proposed suitable'programs. The deparbfient does not 
do much in*house research in the health field, except on health economics, but 
it does 'more in-house in the social welfare field. All of this is under the 
guidance of a Chief Scientist who has advisory boards and committees that link 
up with the Medical Research Council. o 
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^ . . September 30, 1975 

THE DEVELOPMENT AND SCOPE OF 
I . . GENERAL PRACTICE 

• » 

DR. MILO D. LEAVITT: It is my pleasure once again to introduce Sir 
George podber of the National Health Service of Britain. Today he is going fo 
talk to us about The Development and Scope of General Practice in the United 
Kingdom. We feel the topic is particularly important, because the role of 
general practice in Britain has been such an important one; the keystone, 
really, in the development of the health system. 

In vie\v of what is now facing us in the United States it is felt that we -should 
p^y particular attention to the experience of our British kin. Similarly^ because 
of American interest in preventive medicine and concern about the teaching of 
preventive medicine, and aboutlthe purveyors of the preventive practices that 
we hope, to encourage and develop in this country, I thinkVe have much to 
learn from what Sir George may tell us today. 

k 

SIR GEORGE GODBE?^: I am afraid that all of you mulNeel that I spend 
much time on history in each of the discussions that we are having. However, 
this is quite deliberate, because as I said at ^he beginning, one does not do 
anything suddenly new in organizing health services. One starts with what, one 
has and makes it (Tver gradually. Nothing else can be expectfed because one is . 
dealing with members, ten of thousands of m^mbets of professions, many of 
whom are sure that their own present way is 'right, and one^can only get the 
required kind of change by consent. It canifbt be do^e by direction, and 'that 
means that it is always valuable to look at the way Wgot to where we are^ 
rather than merely taking a photograph of the situation at the present time . So 
that is my excuse/or always trying to put What we are doing in the perspective 
of the history of what we did. , ; ^ - 

Now, general practice is-, of course, the original medicine. I suppose it was a 
Idrfd of general practice that Hippocrates carried out; certainly it was the kind 
of practice recorded in Herodotus as having been utrdertaken by Democedes 
for the population of one of the Greek Islands for" which he each yeax paid 
a talent of silver. That was the original position, but as soo^'as one begins to 
make -medicine more complex and more scientific-Bs we. began doing, I 
suppose, 100 or 120 years ago-parts of it have to te casf^d-out -and become 
the province of particular individuals .witK special experience in ^depth.^ 
Ultimately, then, general practice is not the \\*Qle .of medicine, bar»«efmed, 
Jby its relation to the other specialties: * ' y^"^^^-^*^ . 

• Historically, in Brijain, the first Organized nig'dicine ^s^that^of th^T^oyal 
College of Physicians, which in the sixteenth century w^gt organizadtta of 
physicians mainly centered on London. They were the iP^JlflflCendaTO 6f 
the best Of the physicians in monastic times, not concerned with treating 
everybody, but concerned with the treatment of the relatively small number of ^ 
people who came to them and^ who could afford to pay their fees. Separately, 
the barber surgeons devefoped^the kind of activity which the phyMcians^were, 
by their own' statutes, prohibited from canning out, and. these barber surgeons 
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were incorporated not- as a royal college in the sixteenth century, but as a city 
company in London. Incidentally, this Barbers* Company still exists. 

In Scotland, on the other hand, one of the King James was himself 
interested in medicine, and it was he°who helped establish the Royal College of 
Surgeons of Edinburgh well before the establishment of the Royal College of 
Surgeons at London. In the beginning of the following century, the other 
group, the apothecaries (who provided herbal remedies'for sale to the public 
and gave a sort of lower level of medical care), were also incorporated as a city 
company-the Worshipful Socie^ty of Apothecaries-under a charter given by 
King James the First. The curious thing is that it was this third group that^^s 
the first to introduce any formal qualifying examination into medicine in 
Britain, because they set up examinations in 1816, about 30 years before the. 
surgeons, and about 40 years before the physicians woke up and started asking 
for more formal asse^ment before qualification. But ^e physicians and the 
surgeons, accepting each other rather grudgingly on the one side, certainly did 
not accept the apothecaries on the other. They regarded this very lowly form 
of life as one that should be kept in order, ar)d limited to selling drugs. 

The apothecaries did not accept that limitation,^nd being supported t^the 
first of the Stuart monarchs, where the Tudors had supported the othe^pt, 
they did get themselves established, although well into the eighteenth century 
they were^ still having arguments that sometimes led to actual fisticuffs. The 
conflict is very well described by Rosemary Stevens in her book. Medical 
Practice in Modem Britain, and it came to an end only after the registration bf 
doctors (under the then newly-established General Medical Council) was 
introduced in 1856 by the first of the medical Acts. 

I should also mention that in the very early stages the Archbishop of 
Canterbury had the right to confer a Doctorate of Medicine, and he did so, 
although I don*t believe there have been any such doctorates conferred since 
about the seventeenth century 

At about this time, the specialties began to emerge around hospitals as they 
« ^ were first dev^^ed. Again, tha very earliest hospitals followed on from the 
monasteries, one- of the oldea^ of which was in Rochester in Kent. 
St. Bartholomew's and St. Thomas's compete for the honor of being the oldest 
in London; by their names they indicate ti[|t' ecclesiastical origin. 

In the major population centers, hospitals began to be set up. By the early 
part of this twentieth century they were staffed almost wholfy by specialists 
and, although the staffs of those hospitals were closed staffsjn the sense that 
the doctors in the area did not have hospital privileges, on^he staff selected 
for the purpose by the managing bodies of the hospitals were given any 
facilities within them. ^ ' * . ' 

•"I was trained at the London Hospital, and even when I was a student, just 
over 40 years a^o, there were still some people on the hospital staff who spent 
part of their time in general practice. They mostly were the anesth^ists, 
because in the pecking order of the specialties, anesthesia was still a lohg wa>r 
down at the bottom. 

In smaller centers outside the main teaching jcenters, the hospitals had 
closed staffs, selected staffs; they ^ere not places in which any physiciao in 
good standing had the right *to practice, as was usually the position here in the 
United States, in the community hospitals, at least. But often the staf£|of 
those hospitals, although they were selected and had some specialist trai^g, 
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also did general practice outside. Often they had to establish themselves in 
general practice before they could become appointed to hospital staffe. I knew 
excellent surgeons who had to wait around for dead men's shoes for 15 years 
or more, while men of lower qualifications had the hospital privileges which 
they themselves lacked. 

In the smaller towns in Britam there were also some hospitals, usually called 
cottage hospitals, which undertook the nursing of patients not requiring 
^ highly-specialized intervention, but-in which a general practitioner, if-he choa^ 
to undertake, shall we say, some radical surgery, could do so. The larger ^ 
these cottage hospitals would also usually have a weekly or fortmghtly visit 
from one or two of the specialists from the nearest large center. Then, of 
course, there were the other hospital units-such as those for infectious diseases, 
\\iiich were really fOr the isolation of patients, and were often very small, or 
the small infirmary units of .what had been public assistance institutions which 
housed a number of elderly chronic sick. These patients usually were not 
expected to get better, and they did not get treatment that would help them to 
get better. Specially appointed general practitio|iers were generally responsible 
for the care of these patients. 

I can recall two small towns in Derbyshire in which tfiere were institutions 
of quite considerable size, each 'with substantial infirmary or hospital 
compqnent. In the early 1940's, the Aedical officers in each of those 
institutions had been preceded by xheir f^ei^^d they by their fathers, and 
these institutions, built in the 1830's, had ifever had medical staff from any 
dther family. So those institutions were closed^ too. Since they did not provide 
opportunities of adding to income, nobody fninded very much. \ 

However, there was a British Hospital Association, which was tn association 
of voluntarj^hospitals run by charitable bodies, up until the National Health 
Service. By the late 1930's its policy was such that in all hospitals in 
membership of the Association, the staff was restricted to those selected.. 
Automatic rights were not given to general practitioners in the area. When 
funds became available to the hospitals they might actually employ the ^ 
doctors, but in virtually none of the hospitals-whether provided by public 
^authorities or by volunteer bodies-did patients pay their doctors. It might be 
*that the doctors Had part-time or full-time salaries in local authority hospitals, 
tbut they had no fees from the patients, wheth^ the hospitals were voluntary 
or public. 

This meant that most doctors had no hospital privileges, and it also meant 
that patieg^ds were seen at hospitals only if they were referred there by their 
own doctor?. This was one of the fundamental conditions for "peace" between 
the specialists and the generalists: that thfe specialists would be genuine 
consultants; they would receive patients only on reference. * 

.When the National Health Service'was introduced in 192^8, this which had 
been professional custom becanje-^e service rule."' At that time, though, some 
hftpital staff members necessarily had bejen only par! tirrie in hospital service. , 
For instance, in the Lincolnshire town of Grimsby, with a district population 
of more than 150,000, there were but two staff specialilts restricting their 
practice to one specIaHv. Other surgeons on the staff did some general practice 
in order to live, becausV there just was not enough private speciahst practice. 
But when the National Health Service was introduced, these people turned to^ 
their specialist activity and gkve upi general practice. Nearly all -the general 
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practitioners mio had hospital appointments at that time decided to go onei 
way or the other. They decided either to give up their hospital privileges and ' 
concentrate on their general practice, or they decided to turn wholly to the 
specialist side of their practice. 

The effect of. the 1948 introduction of the Service was particularly 
conditioned by the settling of remuner^^&r; and this settling of remuneration, » 
on the advice of the Spens OominitteeTwas favorable to the specialists and 
unfavorable to ^e general practitioners. The top of the specialist earnings was 
more than twice the top. of what any general practitioner could expect to get, 
aijd the iVerage of specialist earnings was well above the average of general 
practitioner earnings. In 'the beginning-and befgre the final settlement 
following the adjudication that after about 3 years gave justice to the generM 
practitioners-the disparity was even greater. The average general practitioner 
was not even getting to the bottom of the consultant scale, and the man right 
at the top of consultant earnings was getting at least three times what any 
general practitioner could hope for. , 

The specialists, of course, regarded themselves as ^superior kind of animal to 
the generalists at that time. There is no doubt that the highest quality of 
doctor in Britain at that time was represented by some of the most 
distinguished of the specialists, who made up the leading element in the Royal 
Colleges. However, there were a lot of other specialists who had been working 
at a somewhat loweV level, and who yet were treated in exactly the same way 
in terms of salary scales. They often U^ok unto themselves the aura of the 
distinguished figures in the Royal Colleges, and as a result assumed a somewhat 
distant attitude toward the general practitioners. * 

. ^It will be appreciated that specialists previously had oMained their income 

only from fees paid by patients referred to them by. general practitioners, and 
thus it was hardly profitable to be hoity-toity with general-practitioner 
colleagues. But when the greater part^of thV specialists' income was being paid 
as salary from the Health Service, the same considerations were not always 
applicable, and there was in the specialists a sharp increase in what the Greeks ^ 
would call **hubris." And, incidentally, there was an increase in the number of 
very smart cars seen parked outside hospitals. Inadvertently, this change of 
attitude was expressed by one of the leaders of the sjl^ecialists vyho had been a 
member of tjic Spens Committee on specialists* salary, the man.who largely 
devised th^ystem. He expressed the extreme consultant view that all medical 
students w^ould start aspiring to- the specialist's nirvana of beconurig a 
consultant, and he actually said, jn giving pubhc evidence to a Royal 
Commission around about 1956, that all would compete in^^this way, an those 
who fell off the ladder would go jnto general practice. Now^ one cannot get 
much higher m self-esteem than that, and it can* be understood that, tathe 
bulk of the profession, thisms an unwelcome viewpoint." 

The specialists did have more private practice, at least the well-established 
.ones did. In the early days, the specialists were committiog themselves to only 
about 7 half-days a week, which amounted to seven-elevenths of a full-time-' 
salary, from the National Health Servi^. This was to change fairly rapidly •and 
the specialists moved up to maximum part time, which was nine-elevenths. In 
the early days a small nuniber of specialists were getting a great deal more 
income from private practice; not only more than the average general 
practitioner, but probably in,total much more than the total number of general 
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practitioners were getting from private practice. The fact of their being paidTby 
the Health Service made some of them feel less concerned for the well-beiDg of 
general practice, and this of coflrse exacerbated the feelings of the general 
practitioners that the consultants were, totally unmindful of the full profes- 
• sional interert; Ther^was, /or a time, a much deeper schism within the 
j)rofession than we have had at any time since, and probably for 50 years 
before. ^ * , ' . 

The, hospital training posts, the f)osts for jurtior staQ* in hospitals,.were not 
aligned toward training for general practice. Thej^wtre arranged in a way that 
assumed that people would spend at least 1 year in hospital jiosts, but only 
some of them would go on to a second^year of junior hospital posts, and then 
compete for a post for third and fourth years-many of them failing to achieve* 
it! The survivors would compete again after 4 years of this kind of experience 
for a final 4-year training post,^which eventually, would get them to the dizzy 
heights of being hospital consultilnts. ^ 

All this was thought out by hospital specialists in terms of producing 
successors for themselves, just a? teachers of Greek and Latin and other classic 
subjects think mainly of reproducing themselves in subsequent -generations 
(although they might contest that). But obviously this w^ something tlfet later 
had to be. put righfT The loss of hospital privileges that > mentioned, and the 
fact that some doctors who were on hospital staffs were not judged to ^je of 
full specialist quality and were not given appointments as consultants, affected 
only a few, but it was a blow to the prestige of general practitioners, and much 
more was made of it thanlfctually the effect on individuals iustified, because^ 
most*of the best trained in specialties had turned wholly to hospital work. 

The initial impact of 1948 on general practitioner work was that at least 95 
percent of the population registered' with general practitioners iCy receive* 
service under the National Health Service. This meant that prwate general 
practice had almost disappeared right at the begiiWig of the SeWice; and^f 
^ the 5 percent who didn't register, at least 2 or 3 percent were proBably the 
people. w*o forgot or didn't bother to' do it until they became ill. It is thus 
unlikely that as many as 2 percent of the population were thinking in terms of 
getting their future medical care privately, instead of under the National Health 
Service. Previous national health insurance had covered only insured workers, 
and now dependents, married women and their children, w$^ entitled to free 
care. Probably many of these dependents iiad not previously gone -to th^ir 
doctors when they should -have, and now they smarted to do so. In 
consequence, there was^a, considerable* increase in the demand on general 
practitioners which, according ^o one survey (and it is the only really reliable 
figure),, by the second ylar of the National^Health Service was running a^bout 
12 percent overall. ' ^ ' \/ 

The distribution of genenal practitioners wasn't as irregular as the 
distribution of specialists, because it h^d not depended wholly on '{)rivate 
practice. It had been suppor^, to a considerable extent, by the national 
health insurance available to insured workers, but there was about one-half of 
the population pot entitled to care under national health insurance. Many not 
entitled tcf care under national health insurance had paid private fees, even- at 
thr poorest levels, and many doctors rank sick* clubs which were joined by 
people covered under national health/insfirance in order to obtain coverage for 
their wives and children. / 
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In most parh of the country there were the relatively well-to-do, who were 
jiiarged fees that made quite a substantial contribution to the total income of 
doctors. This meant that there were doctors distributed in large numbers where 
there were more well-to-do people; such as in, for example, a south coast town 
•like Worthing, to which many ^ell-to-do people would move on retirement. In 
retirement<with inflation threatening, such people immediately turaSa^to the 
National Health Service for their care, and this led to the situation where in a 
town like that there were more doctors than would be able to get adequate 
remuneration simply from the National Hc^th Service capitatibn fees..(Tke 
National Health Service at first paid its general practitioners on a flat rate 
capitation fee, without even an adjustment for age.) 

So, suddenly the doctors in the industrialized areas with very large lists^f 
patient s-4,000 or more to^a single doctor-became the affluent general- 
practitioners, and those who Lad been proud and affluent private practitioners 
in areas where they were almftLa*hamed to admit that they had a small panel 
of national health insurance^^tients were suddenly very much the less 
well-to-do. The latter, in some case^, removed themselves to less salubrious 
areas where there were more patients and more capitation fees, but perhaps less 
social influence. \ 

At the beginning of the Service, the upper limit of a general practitioner's 
patient list was 4,000. He could, if he hired an assistant, have another 2,500, 
and the average list for general practitioners in 1950 was 2,500-welliibove the 
level thought desirable as a national average today. There were many areas, 
industrial areas, where that average at the beginning of the Service was nearer 
3,500. Gerieral practitioners were paid a capitation flat rate from a national 
pool calculated in accordance with the number of registered patients, so that 
the 2 percent or so of the. population who had not bothered to register 
repre^ted a seiteus loss for the general practitioners as a whole. However, 
because people tended to move ^om one area to another (and often to be 
'counted twice for a year or two until their records caught up to them), the 
number of people for whom contributions were paid into thp national pool 
was, after a >^ile, more than the number of people hving in the country. The 
/ national pool had so much per head for every person at risk placed into it, and 
/ then an addition (at that time 34 percent) representing the average ascertained 
j cQSt of practice. This cost, determined from income-ta;^ returns, represented 
I the averagf of practice expenses. But' a doctor who provided reaUy good 
V consulting-room facilities and had suitable supporting secretarial and othef 
ftaff could have been paying more .than the 34 percent, enough perhaps to 
have justified an additional 50 percent. And conversely, one who practiced in a 
heavily-populafed, poor area from a sort of lockup, store-front shop might 
have had a full list and practice expenses of but 10 ^or. 15 percent. These" 
* disparities were not taken into account when distribution was made; the 
distribution was made eqiMy in accordance with the size of doctors' hsts of 
patients registered with them ov^r the whole country, and it was grossly unfair'. ' 
Jn that situation tllfere was no incentive to take partners, because if one took 
a partner, one simply reduced^not only one's own income, but the average 
income of all general practitioners. Therefore it was much mpre profitable to 
general practice as a vihole to have assistants, rather than partners. Thus there 
were, for perhaps 17,000 general practitioners, 2,500 assistants in England and 
Wales. 




/ /r At the beginning of the Service, the National Health Service Act removed 
J * 



the right to sell the goodwill of a practice. In place of this right a compensation 
^ fund was set up, front which the general practitioner would be able to hdm his 

4 J share wHen he retired. This fund o^jgiflallM amounted to something like (if I 
remember correctly) £66 milhon,/whiGb in 1948 look«i quite a lot to be 
f'v- distribut|^ among some 16,500 entvtle<ygeneral practitioiftrs plus nearly 2,000 

>in Scotland. Ten years later it loWed very different, when' inflation had 
substantially reduced the real value ^f the compensation. The fund was not 
finally disbursed until 20 years later, so in the interim, although interest had 
been paid on the sum due, the capital sum had seriously depreciated. 
Therefore, compensation for the right to sell one's practice was by no means 
generous by the time it had all been repaid. 

Prior to 1948, recruitment to practice had been by the doctor himself. He 
\ might have written to his own medical school to get a successor. He might 

advertise to sell hispractice,^ with perhaps 2-1/2 years' net income as its price, 
enabling him to choose his successor having more regard to the person willing 
to pay the maximum price of the practice. ^ 

During our previous discussion I mentioned a gross though atypical example 
of two partners who unwittingly sold their practice to an alcoholic who, in 
fact, died of alcoholism within a year. For this year he practiced in an isolated 
small town with only one young doctor as a salaried assistant. That was the 
^ sort of situation that simply could not continue within a National Health 

Service, when most of the goodwill of the practice was the bst of patients for 
* whom fees were being paid under the National Health Service. So a new system 
was introduced, whereby in under-doctored areas it was possible for any 
fiidividual to set himself up in practice. He could buy premises and put up a 
plate, and wait for patients to come. Incidentally, all doctors who had 
registered their intention to practice by the appointed day in July 1948 were 
admitted to National Health Service practice. 

But at the other end of the scale ihere were areas in which there were too 
many doctors, and there was a large intermediate area where selectivity, in 
recruitment could be allowed. A Medical Practices Committee, operating at the 
center, consisting Wholly of general practitioners, and with a salaried chairman 
who was himself a general practitioner, defined the areas to be regarded as 
over-doctored or under-doctored or iiitermediate. The Committee accepted all 
applicants in over-doctor6d areas, whether an existing practice was vacant or 
not. They accepted no new applicants to practice in an under-doctored area, 
even if a doctor wanted to take on an additional partner who could later 
succeed him; and they allowed no assistants in those areas either. In 
intermediate areas, which were the majority, they chose people who were, to be 
admitted to practice from among applicants responding to advertisements. 

Because of the nature of the renumeration pool, during the first 3 years 
there were few attempts to increase the number of general practitioners. But 
the 1952 adjudication, which finally gave just treaftment to the general 
practitioners, determined that the size of the pool in future was to be based 
not upon the number of people who wanted to use the medical services, but 
upon the number of doctors. The argument was that there were too few 
doctors (which by common consent was true), and that additional doctors 
therefore woulllsonly go some way toward reducing the overwork of existing 
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doctors to an acceptable level. A larger number of practitioners should sfiarejn 
d proportKifiately larger pool. 

When pktients had registered with doctors, the patients were remarkably 
loyal. They tended to stay with them'so long as they lived in .the area, except 
occasionally where a sharp disagreement would occur between doctor and his 
patient, or between a family member of the patient. The patient turnover in 
practices in the course of a year was remarkably small. I cannot provide an 
exact figure, but an assessment is that less than 10 percent of th6 people in a 
practice would move on in the course of a year (and, of course, that 10 percent 
^co^ld be the same 10 percent each year). A practice could well have 60 to 70 
"^p^fcent permanent members, depending \m the area. It would be in the 
remaining 30 percent or so that the change was occurring, and this would occur 
quite naturally from children growing up knd moving away, a daughter 
marrying and living in another area, or perhaps not living in another area, but 
choosing to take the same family doctor as^er husband. 

Therefore, a-newcomer trying to set up practice even in an over-doctored 
area would not quickly recruit patients sufficient to give hirh a proper 
income— unless he happened to set up practice in a large new housing area, 
where there was nobody else within reach. That is the way in which quite a 
number of new pra^jjces were established in the new towns and in large 
housmg extensions of existing towns in the early years. 

Patients had freedom to choose. They did not have to select the doctor who 
liveaon the same road. Theycould choose one within any reasonable distance, 
and they simply went and registered with him if he was prepared to accept 
them. Thereafter, if they decided they wanted to change, they could do so at 
once if the doctor agreed, but if he disagreed with their changing and did not 
like to lose them, they could nonetheless go at their own wish after a period 
w^iich was at first 3 months. A doctor could also give his patient 3 months' 
notice of his wish to remove the patient froni his list, and that 3 months' 
interval was later reduced to 1 month. (One' can imagine the sort of 
circumstances in which a professional relationship could no longer be 
maintained between two people in disagreement.) A patient who had not 
chosen a doctor could go to the Executive Council that ran the Service and.ask 
to be allotted to a ^doctor, and the area's, county's or city's general 
practitioners accepted a collective responsibility for the whole population. In 
an emergency, if a patient was away from home, he could go to any doctor in» 
the National Health Service and obtain emergency treatment, and the doctor' 
would then be paid a special fee which came from the same renumeration pool. 

A doctor in the Service was paid a capitation fee, whether he saw the 
patient or not, and the fee remained the same, irrespective of how many times 
he would see his patient. The average number of doctor services at that time 
was thought to be 4 to 4^1/2 per patient per year, but there were at least 30 
percent of patients who Mid not visit their doctors at all; thus, the average 
consultation by the people who did see doctors was somewhere between 5 and 
6. 

The quahty of care provided in general practice at that stage was widely 
variable in different part? of the country. An Australian, F.S. CoUings, wrote a - 
sharply critical report in 1950. He was not always eriticalon the right grounds, 
I had sonle discussion with him at the time of his survey, and it was very clear 
that he wa* looking for defects. Well, that is legitimate, but if one look^ for ■ 




defects in any service of that kind, one will certainly fii^d them, and he made 
the most of the worst conditions that he found. One ofhi^ ci:itici§ms was that 
in all of the practices he visited, in only one was a microscope in use. However, 
he missed the point that the British practitioners, unlike some in the much 
more thinly populated Australia, had hospital laboratories close at hand, and 
there was no need for them to be looking down microscopes, when within easy 
reach of them were people more expert *to do that /or them. A general 
practitioner need not do his own red-cell counts or white-cell differential 
counts, in the conditions of general practice. I mention this simply to be set off 
against his very critical report. At the same time, Dr..Hadfield pf the British 
Medical Association and Dr. Stephen Taylor (who later became Lord Taylor, 
Vice Chancellor of the- University of Newfoundland/ wrote reports on general 
practice that were more moderate and much more Helpful. Both accepted that 
among general practitioners ther? was a minority', somewhere between 5 and 10 
percent, the quality of whose practice was certainly below what one would 
regard as an acceptable level. 

General practitioners were,^ of course, independent contractors. There was 
no system of control over them in the absence of (fomplaint, except a 
requirement that they should be available to consult at hours that they had to 
record with the Executive Council with whom they had their contraqt. It was 
therefore extremely difficult to intervene, even where it was common 
knowledge that a general practitipner ^as providing less than the desirable level 
of service— unless a patient complained. A patient could complain to the 
Executive Council, the Executive Council then had to investigate the complaint 
through a special service committee, only half of it professional, before which 
any senous complaint Would go. (Which means, really, any complamt that the 
patient was not prepared to withdraw.) If a doctor was found at fault-and 
some were on such grounds as failing to visit on request a patient who was ill, 
aad whose condition required a visit-the doctor could be reprimanded or some 
of his^muneration could be witKheld. These cases had to be reported to the 
Minister,^ and in the event of a withholding being recommended, thisv/ould b^ 
reviejved by a central committee. In an extreme case, the Executive Council 
coyid seek the removal of the doctor from their list, and for this were required 
to present a case to a special tribunal. During the existence of thf National 
Health Service, fewer than 30 such cases have been considered, and in the first 
2 years, only one doctor's^ name was recommended for removal from the bst. 

This shows tha,t the complaints machinery was not easy to opetate~but on 
the other hand there was no machinery for the doctor to complain, and 
although a doctor could give notice that he wanted a patient removed from his 
hst, there was no way in which the patient could be disciplined for a gross 
abuse of the service. It is interesting to note that the USSR introduced a law 
providing for a patient being sent% jail for unreasonably abusing his doctor. 
Doctors have often asked for some such power in Britain, but I am afraid it^ 
is-no, I an\^notafraid-I am entirely satisfied that it was never conceded to 
them, because ila xloctor is a sound doctor with good relations with his 
patients, he can deal with anybody really recalcitrant, and he always has the 
possibility of refusing to continue in a professional/ relationship with that 
parent. 

The range of care expected to be covered in general practice was virtually all 
care, short of that requiring specialist intervention, and the referral of any 
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patient needing specialist attention (and indeed, not only to a specialist; 

_ perhaps calling for the service of a home nurse, or referring th« patient seeking a 
home confinement to a midwife to take part also in the home care, or even 
reference to the social services). One of , the commonest services outside the 
range of practice that people were apt to ask of their doctor was to sign their 
forms for gettihg passports, because doctors were allow^ to dc^that. 

But how does the patient begin to use the ServiceTHe is registered with a 
doctor. He simpl>^ goes along to see the doctor at a time when the doctor has 
consulting sessions in his office, or if he is sick at home, the doctor can be ^sked 
to visit him, and the doctor is exf>ected to visit him if the patient's condition 
requires it. He is not expected to visit if the patient has a condition that could 
be attended to in the doctor's office, but the 'doctor is seldom prepared to take 
the chance involved in thinking that perhaps-it really does not matter tljis tink. 
After all, a child, febrile, in bed at home could have an]ahiAg from a tooth 
erupting, needing no\reatment, to a surgical abdominal emergency, or an otitis 
media with a drum about to^ perforate. The number of attendances estimated 
from a household survey was between 4-1/2 and*5-l/2 per person on the list 
per year, but the range was probably from 2 to 8. A survey conducted^in the 
iTiiddle 1950's by Logan and Cushion gave that sort of variation between Some 

" , 150 practices, and similar figures were obtained by Logan and Forsythe from a 
local survey in the town of Barrow-in-Fumess in northwestern England. 

About one-tKird of the calls on doctors at that time were for visits, and the 
further north one went, there was not only 'a hi^er ratio of office calls by 
patients, but a higher proportion pf home visits. The proportion of home visits 
throughout the country has/allen since the beginning of the Service, because as 
we all know, the acute infective .episode has become a much smaller part of 
general practice, and most of the conditions for which doctors are now 
consulted are long-term conditions requiring support and maintenance ther- 
apy r-rather than the acute episode, which may^be life^-saving. 

Referral to hospital, which some specialists were alleged to b«lieve w^s the 
only thing the general practitioner ever did, was not nearly soVcommonly 
resorted to as the specialists sometimes suggested. Even by 19723fche rate of 
referral of new .outpatients to hospital was only 171 per thousand of the 

' population. It did increase substantially in the period after the inception of the 
Health Service, but one would expect that, remembering how much more 
extensive specialist services have become, and how^ much more outpatient 
service has been used for psychiatric 'illness and, for instance, for geriatric 
patients. But in the last decade, there has been an increase of 8 percent when 
the population increased by only 2.6 percent. The main areas of increase are in 
.traumatic and orthopedic surgery, in gynecology, in child psychiatry, in 
geriatrics, in some of the new specialties, and ijKyenereal disease (which we 
know perfectly well^has doubled in that time in Britain, as in most other 
c6untries apart from the People's Republic of China), " 

Unreferred patients could go direct to hospital accident and emergency 
departments and might do so in a real emergency occurring when they were 
away from home, or occasionally because their geperal practitioner w^s not 
readily available, perhaps late in the evening. The increase which has occui/ed 
there is from 129 per thousand population to 173 per thousand during the last 
10 years, so you will see there has been an appreciable use of accident and 
emergency departments. That might be partly the result of consultation of a 
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general practitioner who, maybe using appointment systems, is not so readily 
available as in earlier years. But* the total of attendances at accident and 
emergency departments amounts to only about 5 percent of attendances by 
patients on general practitioners, and is a small component in primaiy care, 
much of it justified by genuine emergency. 
^ The total ambulatory or domiciliary care, including attendance at con- 

y sultative outpatient sessions, might amount to between five and six a year in 
the ratio of five attendances on a general practitioner to one ambulatory 
attendance on a hospital. 

General practitioners have available diagnostic service^from thpe hospital, as 
follows. First, the, outpatient consultation with' a specialist on reference, 
followed by perhaps three further attendances during further investigation of 
the patient '(thou^ that ratio is falling because the patients are normally 
J referred back with a recommendation to the general practitioner). Such 
recommendations can include notice that the'^atient will be admitted from the , 
waiting list as soon as a bed |s available. ^ 

Pathology^ and radiology services are available to general practitioners' 
patients direct on request, and this use by general practitioners has, in the last 
tlO years, increased to the point where general practitioners are using about 
one-eighth of pathology facilities, and one-tenth of radiology facilities-as * 
com{5ared-with one-seventeenth and one-eleventh IX) years ago-so there is a 
substantial use of diagnostic services. This is reasonable use,n(U excessive use; a* 
good deal less, probably, than by young junior hospital staff in hospitals. An 
_ increasing proportion of general practitioners can also get electrocardiography 
done "for them at hospital. Some of them prefer to own their own 
electrocardiographs and if they have not used the hospital services they can 
always get a cardiologist's view on their own tracings. 

♦ Also there are facilities for consultants to be called to patients in their own 
Jioj»e&, and the average general practitioner snakes use of that service about 15 
times a year. This use is by noj^means excessive; such visits a!e for patients 
uhable to attend hospital outpatient departments. 

All of these resourc^vailabte to the general practitioner from the hospital 
have developed and improved with time, but in principle they were present or 
anticipated from the beginning^. ' . t - ^ 

Several analyses of general practitioners' work have been done by Tbogan and 
Cushion, as' already mentioned, and by the Royal College of General 
Practitioners working with the Office of Population, Censuses and Surveys. 

Bie majority of calls on general practitioners are for relatively minor, short 
episodes, and for some psychosomatic conditions; but in the average practice 
major episodes would include eight or nine cancers a year and asjnany caSes of 
acute appendicitis. THfere will be rather more cases of myocardial infarction; 30 *^ 
times as many cases of lower respiratory infection; fight or nin^ patients mi^t 
Tcome with mental illness requiring hospital adnussion, which will be Just as 
urgent^as any acute abdominal surgical episode. 

In the average {>ractice up to 40 patients will have new pregnancies in a year, 
and five will have wanted abortions. Many more patients will, be seen 
frequently for supportive and continuing care of, for instance, arthritis, chronic ^ 
res{»iratory or cardiovascular disease, or diabetes. In the average practice, there 
will probably be ISpatients suffering from diabetes. • ' ' ' * 
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One only has to think aboat conditions like hypertensive disease and 

* depressive illness on maintenance medication to realize how importaht is the 
continuity of xare provided by general^pp^tice, and the range^ surely^ is as wide 
as anyone would v^t. But genecfil practice has to be seen as linked with and 

• backec^ by the resources of secondary hospital care/and the tertiary level of 
care. 

Provision also has to be m^de for continuing postgraduate medical 
, education* for general practitioners, and time within general practice ij 
necessary for that. A Royal College of General Ragtitioners' survey estimated 
that the average practitioner spent around 40 houo^a week in contact with 
patients. Jhe figure includes some traveling time during visiting, and ^>ossibly 
some wnting of letters about patients tcj'^^specialists. But any general 
practitioner, any doctor, has to spend a great many more hours in maintaining . 
his professional knowledge and this has got to be allowed for* in the total 
burden on the general practitioner, and. I believe that a good general ' 
practitioner has a pretty heavy weej^ work, one way or another. 

The organization of practice ha? changed substantially, particularly during 
the last dozen years. This change was first prompted by the 'mcreased 
remuneration in 1952, retrospective to 1948. The increase awarded to general 
practitioners was so large that it was possible to adjust the distribution of 
income of general practitioners without anyone failing to get some increase- 
and that is very important when it is necessary to negotiate something which 
does not give equal shares to everyone. After that adjudication, the flat-rate 
capitation was changed so as to give a relatively higher return to physicians 
with intermediate-sized lists. People with lists of less than 1,000 patients 
continued at the standard rate of capitation, but for doctors with patients 
numbering betAveen 1^000 and 2^00 the rate of capitation was raised. For a 
doctor with patients in excess of 2,750, there was reversion to the basic level of 
capitation, so that for a medium-sized list a physician was being paid more per 
patient than if he had a full list of 3,600-because foilpwing that negotiation 
the maximum size of a lisj was cut by 10 percent. 

Initial practice allowances were introduced to help establish doctors in 
uitder-doctored areas, and thcirnportant contribution of £100,000 a year that , 
I mentioned in ^ 'earlier discussion was made to a fund for pro)^^ 
interest-free loans for group praptice premises. At that time,'doctors were 
unwiDing to go into health centers, but they were willing to move into group 
practices of their own making, and that is where the intjirest-free 'loan system 
was so impojrtant. One-half of all doctors were single-handed in 1948, and very 
often the partnerships consisted only of a financial arrangement, with no real 
combination otthe practice. But today only about one doctor in six is in 
single-handpd practice, and some of those have moved into health centers, so 
that in effect they get many of the benefits of group practicet 

There was another advantage to group practice, m that it vicas much easier to - 
work with the community nursing staff. It was less complicated to attach a 
nurse to a practice whexe she could work with, three or four doctors-becaase 
there were and are many more doctors than home nurses in the British 
setup-than^ to get one nurse to work in a similar association with three or four 
separate practices. The first two' attachments of public health nurses were 
achieved in 1954, and the arrangement slowly extended until the early 1960's. 



Thereafter it was^generally accepted, and is now the way in which most general 
practitioners and most community nursing staff are working. 

At that tim$, remuneration was simply a matter of negotiation between the 
departments' representatives and the profession, and departments? health 
departments with treasuries behind them, are s.eldom ieady to accept that^ 
professionals' claims for remuneration are fully justified-they may not be. The 
situation grew so embittered^ that inlhe late 1950's doctors were talking about 
withdrawing from the Service. They were dissuaded, however, and accepted 
that a Royal Commission would be appomted by the government to 
recommend^ the future pattern of doctors' remuneration. Now, a Royal 
Commfssion can be a commission to do^mething, or it can be a convenient 
way of putting some inconvenient subject on a high shelf, away from 
anybody's notice, but this one did something, it produced a series erf 
recommendations that still largely determine the way in which doctors, 
whether in hospitals or general practice, are paid. ^ 

The commission first of all recomfnended that doctors' remuneratioa^should 
be 'mcreased,* and by almost as large a portion as they had been asking. It 
pointed to the evidence given by the profession at the earlier adjudication by a 
judge,^ suggesting that their position relative to other professions ought to be 
maintamed, and said that this was the right basis for the filture remuneration 
of doctors, rather than a kind of commercial bargaining . between the. 
department and the profession in which doctors would tend to doft down the 
scale. It recommended that they should keep their place relative to other 
peopld", and parucularly to Other professions and it proposed scales to do this. It 
recommended that an,mdependent review body should be set up to advise the 
government m future on the levels of remuneration for doctors in all (onrisof 
> practice. This was subsequently set up. The commission also said tnaTthe 
government should stop expecting doctors to provide the money for 'group 
practice-loans, that the money should be repaid, and that instead the Treasury 
should provide the money for*this pu rpose . 

All this was accepted by both the profession and the government. But in 
general practice there remained an underlymg factor which went on to produce 
increasmg-^discontent, this was^the system of payment through the rem^uner^- ' 
tion pool with a fixedproportion for*expenses, which I have already described. 
The discontent stemmed from the fact that the fixed proportion meant that 
the man with a long list, who chose to give little attention to facilities for 
practice and assistance in his practice, would be financi^al^ better off than the 
man who really did his best to provide a good service. 

So in 1964-65 we agam came to the brink of an operT breach. Fresh 
negotiations (not left to the review body) about the method of remuneration 
rather than tho quantum were undertaken directly between the health 
departments led by the Minister, then Mr. Kenneth Robinson, and the 
representatives of the profession,, this led to an agreement described as the 
General Practitioner's Charter. ^ 

The argument that doctors should be paid by realistic fees per service, which 
some of them wanted, was not accepted. We kept the capitation ly|sis of 
payment as the main source, an^ we agreed not to part-time salary (which Mr. 
Be\an had wanted to introduce in 1948), but to an annual payment, which is 
called a basic practice' allowance and is paid quarterly or monthly ^s the 
doc tor .wishes. 
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In order to give some progression to doctors' salaries, seniority payments 
were also allowed in three steps at 10-year intervals. A supplementary payment 
was introduced for recognized vocational training before entrance into general 
practice (a^ew entrant into general practice would not, of course, be entitled 
to a seniority payment for 10 years). New entrants with formal traming for 
-general practice were given an allowance which brought them part way to the 
first sefdority payment; and this has since been increased. 

Another real injustice was corrected. Doctors who had been expected to 
provide premises were now to be entitled t^ a -nominal rent for the premises, 
the actual amount being assessed on the premises they provided. If they 
worked in a health center, this rent allowance would be related to what was 
chargp'd for the use of their health center premises. Thus, the handicap of having 
to pay a high rent for ^d hoc premises was removed, and the main obstacle to 
doctors going into health centers was also removed. 

A special allowance was also included, added to the basic practice 
allowance, for undertaking to give care through the night. Naw, this is>really a 
bit fictional, because nobody really undertakes to do both general practice 
between the hours of 7:00 ajn. and ll:t)0 pjn. and let somebody else look 
after his patients in the middle of the night. It does^happen in the emergency 
.arrangements made in Copenhagen, but the responsibility is, in theory, paid for < 
separately and at a higher rate. There were also additional fees for night calls, 
which in fact are very few. The average general practitioner gets about two 
night calls in 3 weeks; it is not a really heavy burdeil, and even that number 
tends to be falling. 

Small fees were also to be paid for cert'ain preventive ^ork regarded as 
public policy, this work having been accepted by the Health Department as 
necessary^ Included ' were immunizations against diphthpria, tetanus, polio- 
myelitis, pertussin measles, an^i rubella in girls. All these would attract fees for 
the immunization, if done, and if a record was retumed-but not, for instance, 
for the use of influenza vaccine which was not generally recommended as 
public policy. 

' - Fees could be paid for doing cervical smears, but only in age groups for 
which general sCrtdixing was public pohcy; that is, women' aged over 35, and 
younger women who had three or more children. 

A putlic corporation was set up to provide an alternative source to 
government of financing improvement of practice premises, and currently the 
General Practice Loans Corpo^tion lends £2.5. million to 217 groups to 
improve their practice premises. That was the amount advanced in 1973-74. 

The outcome of all this was to give general practitioners a level of * 
remuneration well within the ran|j| for consultants in hospitals and to make 
4iealth centers an econdmic pffopasition. In the first 15 years of the Health 
Service^ only 17 health centers were built, now about 100 are being provided 
each year. Today, more than four-fifths of all general practitioners are in 
groups or in he.alth centers. There has beenta large increase in the number of 
ancillary staff employed in general practice, secretarial and other; and through 
other means, nursing staff in the comhiunity arejiearly all associated with 
general medical practice . ^ 

As a result there is a great deal better organization of groups in practice.- 
This permits more certain off-duty times and regular vacation periods, groups 
also facilitate the economic use of ancillary staff. Four to six doctors practicing 
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together will be^able to employ better quality secretarial staff fhan a single- 
handed practitioner. DeputisdAg arrangements are possible since members, of a ^ 
group practice may deputize for each othet, and so get to know the patients of 
others in the group. Group practice allows for the developn^^t of appoint- 
ments systems and more than 80 percent of general practitioners now 
consult in their offices on an appointments basis, riot the l*come and wait" 
system of earlier days. 

Group practice makes much easier the use of laboratory services iruan 
increasing number of hospital areas; for instance, specimens jjpr laboratory 
examination may be collected from group practices, a facility'' far less feasible 
when all are in single-handed practice. There can be Jhe jomt use, of 
electrocardiograph^ facilities in the group practice, and this also facilitates the 
provision oi well-baby clinics, or organized "antenatal clinic^ for the whole 
group. But many doctors (about 25 percent of all general practitioners) are 
using outside deputizing services* similar to those of Copenhagen, in which an, 
organized service will provide a deputy in' the middle of the ni^t to go to an 
emergency call, or on a weekend. This latter is, however, a threat to continuity, 
which should be the main advantage to be gained from the British type of 
general practice. 

This sort of practice organization has fitted in with the improved 
educational arrangements for general practic^. h is easier to organize vocational 
training for general practice, because some part of that vocational training 
should take place in good groups, and recognized group practices are usually 
used in university vocational training schemes. Individual members of groups 
are able to be absent from their practice for special refresher courses, the 
improved educational arrangements for vocational trainmg are now so far 
developed that by 1980 all new general practice entrants may be required to 
have had systematic vocatidAal training. 

About 1,500 programs for trainees exist today, and greatly improved 
arrangements have been made for giving medical students first-hand experience 
of work in general practice. This year we have, a repprt from a committee 
^'chaired by Sir Alec Memson on future regulation of the profession; it 
recommends that the General Medical Council, which now controls provisional 
registration and full registration Ifter the compulsory intern year, ^uld also 
undertake specialist registratiqfi. The Committee recommends that'registration 
shall include general practice, as well as the hospital specialties. Under the 
present arrangements, the ongoing education of general practitioners is paid for 
by the Health Service, and the arrangements described in previous talks have 
ensped that such facilities are available to every jgenefal practitioner. 

tthe^e is now a minimum requirement of attendance for ongoing edjication. 
Thus far it is insufficient; it is a requirement of five sessions (a session is 
one-half of a day) a year for the 5 years preceding the completion of the perio'd 
which entitles a doctor to seniority paymentsyilt means that if a man receive^ a 
seniority payfnent after 10 years in g6tteral practice as part of his future 
remuneration, he must have averaged at least five sessions a year in 
postgraduate education over the 5*year period preceding his entitlement. Most 
of them, of course, average a great deal more than that. 

The district relationship to spe<ifclist^, mentioned in our previous session, 
although not Vet fully developed,|^certainly greatly improved as a result of 
^the provision of postgraduate medical institutes at the District General 




Hospital in every district It could go a great d^al further. For instance, cLnical 
pharmacology is an underdeveloped specialty in Britain, and undoubtedly the 
best use of drugs in practice is not always obtained. In Britain more than 
100,000 patients are admitted to hospital ea2h year for adverse reactions to 
drugs. Some of those are due to idiosyncracy, some to deliberate overdos.e, but 
some are due to the unwise use of potent drugs under medical advice. After all, 
with some potent dfugs that we use now, tHe margin of error is very narrow. I 
would look to the further development of postgraduate education- to reduce 
this, and particularly to further development of the* specialty of clinical 
pharmacology as one upon which general practitioners are likely to makemosj 
demands. \ 

One of the most import|nt influences in improving the quality of general 
practide^has been the Royal College of General Practitioners. Undoubtedly the 
establishment in 1952 of that body, and the t;^cognition by conferment of a 
royal (garter when it had been in existence for only 18 years, has been an 
important factor in reviving morale, which had sunk low in the early years of 
the Service. It has been concerned with establishing standards of education for 
general practice. It has been the guiding force in developing research in general 
practice and organizing special studies in both the organization of practic^and 
scientific medicine-for instance, the studies on the oral contraceptives and 
research on the use of some of the ©Aer more potent drugs in general practice,, 
and in^studying education in and, for general practice. 

The College has had for the p^st 20 years a Medical Recording Service which 
provides tape-shde packs of recorded talks on 'a wide variety of medical 
subjects, illustrated by slides', available to groups of doctors or (to. individual 
,doctors, anywhere^in Britain and abroad. Since I came here I have heard that 
the Foundation has had an order for £2,000 worth of tape-slide packs^from 
Libya,'SO the word goes quite a long way overseas. Th'e College is not, of* 
course^ universal, but it does have in membership about one-third of the 
prinqipals in generaj practice at the present time. ^ 

I would like to *say in summary that British general practice at its best 
provides highly satisfactory primary ancj continuing care, and I .would ^ 
emphasize that the continuity is even more important than the availability of ' 
primary care, ^t its best, it is at a leversatisfyiiig tO|l)oth patients and doctors, 
and to their colleagues in th^ospital. Continuity is its best asset, but it needs 
improvement of the links with the hospital team. 

At its worst, British general practice is probably as bad as any other general 
practice, but at least the body of ge«ral practitioners; khow where they are 
tryjng to go^ I was quite surprised to l^rn from my coUe^agues in the European 
Economic Community that British general practice has a s4^ of direction, less 
readily evident in general practice in 7 of 4he Smother countries in the EEC's 9, 
aiid it has the kin^^incentives built into it that I believe will maintain a really 
high quality^^fteneral practice in Britain. I also am sure that under present 
arrangements, the Health Service in Britain'will not be of high quality -unless 
>Ve maintain and further improve general practice, which really carries the 
^alth Service. * ^ ' 

^DR. MILO^ D. LEAVOT: Thank you for that comprehensive review. Are 
there any questions to Sir George?*^ 
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DR. THONi)«Lp. DUBLIN:M hope that Sir George, in orte of his later . 
lectures (I know it is perhaps late in the day , and he has done a most exquisite 
job of coverage of a very complex and difficult parameter of tfifes^ritish health 
care system), will reflect the impact of European Economic Corffinuriity 
agreement to share health-care services and personnel. This, to me, is a very 
challenging and interesting problem, because although there are certain 
economic similarities between the members of the medig^l comnrunity, I think 
there are disparities in terms of their coflcepts of health care. 

SIR GEORGE GODBER: But you^know, we have not agreed to share health 
care in quite that sense, Tom. We have agreed to freedom of movement within 
the medical profession. We have arrangements under which we must provide 
the same care for nationals of other EEC countries in Britain, as we provide for 
our own, which in fact we would have been doing anyway . The only impact I 
^ can see specifically from the EEC would be that a doctor from, say, Italy 
could come and set up in practice in, lay, Bedford, England, where there are 
many Italian workers in the brick fields, and they might go to him because he 
, sppke .their language. He would have great difficulty in practicing'unless his 
English was good, because he would also have to take English-speaking patients 
and indeed he would not get established unless he was English-speaking. He 
would have to sit and wait for people to come to him. If his opposition consists 
of groups of doctors working m well-established health centers, he is not likely 
to pick up the kind of practice that would give him a good income. I do not 
believe that Britam is going to be flooded by doctors comifig from EEC 
countries to work in the NHS, neither do I believe that EEC countries are going 
to be flooded with British doctors, refugees from the British National Health 
Service. I don't think it is going to make a great deal of difference. 

"•^ 

DR. MAUREEN HARRIS* Can you tell me why eHrollment was so rapid in 
1948, and why weren't doctors at all suspicious of this new system? 

SIR GEORGE GODBER: I think that everybody had been anticipating a 
National Health Service. Most people wanted to see one, and I just think it was 
part of the general pattern of thinking of the, British public at that time. They 
found that they could go to the man who had been their own doctor 
previously without having to pay him fees in future. Well, it is not surprisin^L>^ 
that people took up that Kind of bargain. You see, the same health Service that 
Britain used on July 4 Nyas still used on July 5, 1948; the change was in the 
method of payment. SiitCe it was being paid for other than at the time of use 

, and it was known that it \vas going to have to be paid for anyway out of 
income tax very few people chose to go and pay extra and continue to pay the 

"doctor privately. My parents, fdr instance, went to the same doctor and paid 
him privately. But others jn my family went to him, having previously been 
private patients, as National Health Service patients, and there was no business 
of doctors saying, "No, we want'you to come to us privately." I believe that 
people were expecting it and that it was not surprising at all, 

DR. STUART SCHWEITZER: If you have solved the continuing problem 
^ wiiich we have in the United States of a substantial minority of patients 
seeking primary care through the irregular sources of hospitaj emergency rooms 
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"\and that "^Brt of thing, if you have done that, if your poor or less 
medically -sophisticated do seek primary care through the normal channels, 
vAiy is that? How have you been able to- do it? 

SIR GEORGE GODBER. A hospital emergency room physician, seeing a 
patient jvho says, "IVe got a cough and want some medicine,** would say to 
him, "You have* a doctor. You should go to hmi.** If someone walks in and 
says, "I have a very severe pain <in my chest,** he is smartly put down on a 
couch, if a coronary thrombosis is suspected; he is noi told: "Go to your own 
doctor.** There has not been a great tendency to use this service because it 
might perhaps be thought to be better-I don't believe it would be considered 
as better. It might sometimes be convenient, but usage of that kind is ver^ 
small. However, if one were at work in central London ^d lived somewhere 
^^..-eirrin^ the suburbs and had sustained an injury to a hand that, in normal 
circumstances, would hav^ been deah with by' one's own doctor, and there is a 
hospital down the roadTone would go to the emergency room-and that is fair 
chough. Stitches may, be needed; the hospital would put them in, and they 
vlji^d have better facilities than one*s (5wn doctor for doing it. But a patient 
^would not be welcome at the emergency room with a statement\such as, 
'"Look, IVe got a cold and I don't want to bother with my doctoh\The 
hospital people would be tempted to say, **Well, you go to him.'* It is a matter 
for discretion, but people expect to go to their own doctor. 

/ DR. DEREK GILL: Do you eyer see any likelihood of Professor McKeowa's 
^ specialties emefpng into a practice? ^ 

. Sl^ GEORGE GODBER: No. Tom McKeown is one of the few people in 
Britain who floats that theory, #ivhereas I believe it would interrupt continuity 
of care. It* is the sort of thing that one would see in the USSR, where a (nother 
will go to the doctor in one public clinic, but take her your^g child to the 
pediatrician in another public clinic. The gain in continuity of knowledge of 
the^ family in handling all-iUnesses that are withm the range of a gp^Jci generai 
practiti9nej is great and would be sacrificea by haymg sjvml separate 
specialties within geheral practice. This would also almosMi€cessarily reduce 
the accessibility. Sometimes one encounters the-sort-OLpractice in which 
maybe there are two doctors, nian and^wife, and the wife may have special 
experience in obstetrics or pediatrics, and*by agreement among them she may 
look after the antenatal clinic of their joint practice, or she may have a 
well-baby clinic or ansflrrangenjient well understood by the patients concerned- 
but the babies that bflong to 4ier husband's" part of tlvs practice will not, as it 
were, bring the rest of the family over to hers. I believe there may be some 
minor changes of that kind. Also, someone will have a special interest in, say, 
cardiology, so he gets a^part -time-perhaps a couple of half day>-*^eek- 
appointment as a clinical assistant in the hospital cardioloj^ department. Thus, 
when he is back working in the practice, it is only natural for his colleagues in 
" '-the practice to show him their electrocardiographic tracings, if they have them, 
or even get* him to make them. One gets that sort of* thing, but not the 
exclusivity of the specialist practice that grows up in the hospital. 
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. IHE RELATIONSHIP BETWEEN SOCIAL WELFARE 
SERVICES AND HEXlTH SERVICES- 

DR. MILO D. LEAVITT: Sir George is going to discuss^th us this 
afternoon The Relationship Between Social Welfare Services and Health 
Services. We believe that this is an interesting relationship, and I believe all of 
us will be very inter^sted^Sir George, to learn just How you handled this 
particular relationship. 

SIR GEORGE GODBER: Ihknk you, Daye. I believe ol^must start with 
the fact that health services usually are part of the general pattern &f social 
services. The French recognize tjjfat by their concept of the social budget, 
which includes not only health^rvice expenditure, but also expenditure- on 
education. Social Security, pefigonal social services, and assisted housing. ' 

Health takes up about onfe-fourth of the French social budget. As usual,~of 
course, international comparisons are complicated iy considerable uncertainty 
about the definitions that people in different countries use for the particular 
components-. Rudolph Klein, whose book Inflation and Priorities I have 
mentioned here before, gives the percentage of public expenditure in Britain 
for different purposes as education, 13^percent; Soci^ Secjurity benefits, that is 
"&sh payments, 17.25 percent; housing, 7 percent; personal social services, 1.6 
percent; and National Health Service, 9.4 percent. There ar« a few other items, 
such as school i^ilk and meals, and welfare food, which cl«^y are part of the 
social b.fdget; and some like libraries and museums and art an^ research, which 
are argiikbly s<^, but altogether they amount only to another 1.4 percent. The 
budgets of all those servicw have increased substantially in real terms in the last 
20 yedrs, but health ha^jncreased less than all the test I have namfftTexcept 
housing. Only defense and agriculture now have a smaller share in the increase. 

The large«t^o!vth rate of all is for personal social ser^dces, especially in the 
Sryears up to 1973. But that is partly due fo the fact^t^^at Uie amount being 
spent on identifuble separate personal social service^ before the Seebohm 
Report was relatively sm^JTExp^epdUure on education has increased at twice . 
the rate of National HeaJfii Service expenditure, and cash benefits for Social 
Security by abouti one-sixth more than the National Health Service. The cost of 
Social Security cish benefits, 6f course, would have increased substantially in 
'20 years anywayJmerely in order to meet the needs from the rapidly increasing 
numbersofdepeMent older people. ^ ^ * 

The total cos< in 1974-75 for England was £553-fniUion for personal social 
services, £3.44 /billion for the National Health- Service^ and the Central 
Administration,/ and a considerably larger figure for social security benefits.^ 
The payments fbr Social Security cash benefiJ^ are made on rate's determined 
by the govermtient and are regularly reviewed. They are supplem^^red by 
discretionary piyiiients ^o meet particulaTcases of hardship. Tt^ standard 
benefits-, including retiremeiU^nsions, (mdustrial injury benefits, widow's 
benefits, materhitybeii^ksrt^ and sicknaAenefits, all" 

cash paymerUsi-tirrBased.on insurance deducte^lrwH^ages an^aries-from 
everyone s wag^s and salaries. 
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By far the largest component is retirement benefit, which is cunently being 
paid to about 8 million people. Noncontributory invalid pens^gns and, in 
special circumstances, invalid care allowances can also be paid, and supple- 
mentary benefits are at present paid to about 2.75 million persons. Fainily 
income supplements for those with incomes below the minimum, ^en thou^ 
there may be an earner in the family, are paid to about 70,000 families. These 
supplements can be paid in cases of need from central funds; they are not 
insurance-related. " 

The effect of these ^nangemehts is that central government, through lo<ial 
offices of the Department of Health and Social Security, provides the cash ' 
payments needed in the British Social Security system. The arrangement 
replaced.the old system of outdoor relief of the indigent based on the Poor 
Law and its successor. Public Assistance, maintained by local authorities and 
brou^t together with the insurance system and central revenue. All cash pay- 
ments, therefore, con^e from central sources. No cash payments are made froiii 
local taxation. The total cost represents the largest single component, more 
than one-sixth of public expenditure in Britain. Regarding my references to the^ 
Poor Law;jn case there is doubt about what the Poor Law was, I mention th^lT 
it goes b^ck 400 years to i law enacted in the time of Elizabeth \ putting 
responsibility on parishes iot the maintenance and support of the indigent. 
Although it was modified appreciably, of course, over the years, and its 
administration eventuaDy transferred to the larger local authorities! in essence 
it remained ihe same-not cash benefits but support by way of seWices and 
sheher. . * \ ' ' 

The paynfents are part of the national system of social support, support that 
can be given in cash for §ome purposes from the central -sources or insurance, 
or given locally in service. Under 'the ^stem a special allowance* can, for 
example, be made to an elderly person 'for fuel tif winter, rather than 
ensuring that the heating of that person's domicile b^ undertaken throu^ a 
local service. Every year we have a certain number of deaths clearly 
attributable to hypothermia. The social. security answer to that has been 
readiness to provide an extra allowance for fuel. However, if one happens to 
have arthritis and to be very elderly , and to be living in a house heated o% by 
some kind of solid fuel appliance (and it is much too cold to get out of bed in 
the morning in order to collect the fuel in order to start up the fire and so on), 
itieaUy does hot make sense to have provided to you money to buy fuel; If' 
*one cannot collect the fuel, it cannot be used. In some cases it would seem a 
more common-sense arrangement to provide a service which, after dl, could' 
easily include the use of electric storage heaters. Again, a telephone could be 
provided under personal social servic^ by a local authority for housebound*old 
persons, or it qould be paid 'for by Social Security in the form of a 
supplementary allowance. Similarly, ah extra allowance could be rfiade for 
fdo^^jather than providing a local meals service or free school meals. 

On the whole, ift Britain the tendency is to go for providing a meals service 
for houkbound people, wherever possible, through the lofcal authority or by 
voluntary arrangements. Attendance allowance in some (urcumstances can be 
paid from central funds, or the local authority can proVide domestic help in the 
home, and that indeed is the commonest Way of providing assistance where 
needed. Both measures have the intentioi) of avoiding the individual being 



taken intoeinstitutional care -which, again, would be in a ly)stel of the local 
authority or in the hospital if the individual is sufferirtg from a serious 
handicap . 

Various accommodations are possible under the general prin^pk^ cash 
from the Social Security office and service from the local authority. My main 
concern today will be the relationship between service's provided locally by 
different authorities; but the background ofcash payments, insurance -based or 
other, is of course, necessary. Remembering the French concept of the* social 
budget, it is apparent^ that cash and services have to be financed from the same 
pool of national resources. The British decision, made in 1974, to provide the 
sum of £10 for each Social Security beneficiary as a midwinter bonus, was in 
fact a decision that about £70 million not be used for the support of some 
service -be cause it all came out of the same available funds. 

Equally, a decision to spend more on health services or on institutional 
social welfare seitices is a decision n6t to spend that money on other services 
or on cash benefits. The public ma^ not alvyays realize this, because the public 
"tends to'thinjf that the public purse is bottomless, except v^efTitis required to 
pay taxes into it. The decision may be rights but in a period of financial 
stringency that is the effect, and if a government chooses to increase Social 
Security payments and shortly thereafter has to /etrench, it never seems to 
want to take cash payment^back from, people who are, after all, electors-so it 
trims its services. , , 

Even at times aj^pearing relatively affluent, one can in fact be mortgaging 
the future of servi9e when cash allowances are added to. ti-^one of our earM 
discussions there was mention of the development (under Poor Law and its 
successor, 'Public Assistance) of the system of support services for the indigent, 
including institutions for the reception of those who w?r,e neither mentally ill 
nor handicapped nor physically sick to the extent of req^iring me4ical 
supervision or continuous nursing care. Residential care for children deprived 
of family support was formerly a Poof Law or Public AsMstance responsibility, 
' but because of some really very distressing cases reported just after World War 
, II, special children's departments of local authorities were recommended for 
initiation. The central responsibility, which at that time rested with the 
Ministry of Health, was tragjferred the Home Office (and it Vas alleged that 
one leading Minister at the time said that this *was necessary in order to, 
humailize the civil servants), Wejl, that ma/ be a very laudable aim, but one 
teally-ought to reflect on/the people whaUe^d the humanity, who are, in these 
circumstances, childifn. Still, a good job was done. 
, ^ .After 1948 there were four separate components of social service wt^i\6' 
cal authorities, and some social work services provided by the hospitaJ^THese 
isolated activities comprised the care of deprived children under the children'^ 
^departments; care of old people and other physically, handicapped people 
under welfare services, both m hospitals and m day centers which were the 
direct inheritance from the old^ublic assistance, training and occupational 
, centers for the mentally handicapped !and social support for the mentally ill 
under the National Health Servicd Act^id later under the Mental Health Act. 
After-care of trie sicjc origmatmg withWer-j^re for the tuberculous and home 
help in case of Illness was also under the National Health Service Act, and it 
,waS pretty much of a nimble. 
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After nearly ,20 years, during which the social work profession had been 
evolving, it was time for consolidation. The social work>rofessjion had not 
developed as quickly as in the United States, and it was partly a se<tic6 related 
to health services in, one way or another, hdeed, the organization of social 
workers was called the Institute of Almoners up until a short time ago. I recall 
tiiat when its president was a distinguished professor of pediatrics, I was one of 
the last doctors to be asked to address the Institute's annual mfeeting. 

The report of a committee under Frederick Seebohm, who is now Lord 
Scebohm, recommended consolidation of all these social work services, of each 
county and large borou^, into one comprehensive social Welfare department 
of the authority. This took place through a series of stedfteginning in, 1971 , 
• and in 1974, when local government was reorganized, th^rangements were 
' shaken ,up aga^, and transferred to the new and smaller number of local 
authorities (just under 100, vAiexe previously there had been about 160 of 
them). But those areas were also the areas, thou^ not' the electors, of the new 
area health authorities^ about whidi I talked on earlier occasions. When the 
mental welfare services were transferred to the social welfare authorities, the 
training centers for mentally-handicapped chUdren were transferred instead to 
the education system. That was an interesting development which grew up 
under health, because the health' authorities appreciated that mentally-handi- 
capped children were still capable of training, and they established training 
centers which the education authorities were rather aloof about. 

These changes in the social welfare system removed from the health system 
a great deal that it had. pioneered. The change had been opposed by the health 
staff, and was very much resented when it occtlrred. A number of medical 
officers of health and their employers had put great effort into development of 
social welfare; two of themVere so deeply involved in the social welfare side of 
their work, that they actually chose to apply for and secured appointment as 
directors of sodal welfare, leaving their medical work behind them^. Only one of 
those is still in office, but two of the original directors of social' welfare were 
doctors. Many public health nurses, too, resented giving some of their 
responsibilitieS-or what they had regarded as their responsibilities-to newly- 
appointed social workers, saying with some reason at that time that many of 
thern had not^been properly trained in social work. Some general practitioners 
strenuously objected to the transfer of responsibility* for domestic-help-in-the- 
home for people who were sick, to a department other than the health 
department. * . ^ ^ * < 

. There also were particular problems aJ?out obtaining the help occasionally 
needed for admission tohospital of a patient with serious mental disturbance. 
Under British^aw, menm healthf officers were the people to whom the general 
4>ractitioner applied if he wanted urgent admission of a mentally<lfstuAed 
patient to a mental hospital. In the old days of the Poor Law, he would ap^ly 
to the local officer of Poor Law, who was called the Relieving Officer, because 
his job wa^^to relieve various kinds of ^distress: When the changeover first 
occurred, there w^re considerable difficulties about getting patients admitted 
tp, mental hospitals in cases of urgency, thou^ there might not have, been if 
the mental hospitals had been more ready to respond without the presence of 
an intervening welfare officer with the ri^t to demand the admis^rftf a 
patient. ' v • , , ^ 
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There was a serious shortage of well-trained social workers. Training for new 
recruits, and retraining and in-service training to broaden the experience of the 
existing workers, required much expansion of training facilities-just as, since 
then, it has been necessary Jo expand rapidly the facilities available for the 
training of physicians in community medicine. Hospital medical staffs, 
especially in psychiatry, often complained that they had lost experienced^ staff 
vAio were attracted by the higher remuneration Mn the new field. Some 
specialist units undoubtedly gained because they fr^d done^ nothing about 
developing social work services of their own, and we're now able to share other 
people's. Others equally certainly lost under the new arrangements. 

Despite the disturbance, and although there are still areas of grave shortage, 
of staff, there is iiot much doubt that the new social welfare departments will 
. be able to develop bettflb: services within the new framework than would have 
been possible under the pld. The new* pattern is necessary if* the sociaFwork 
profession in Britain is to mature and* the social Work services are to be 
developed. There had to be detachment from medical control^ven if it was 
benevolent medical control-if the profession was to de^/elo'p in its own right. 
The medical evideifce given to the Seebohm Committee, which made 
recommendations to government about social work services, practically all 
favored consolidation of the social welfare services, but it also declared that 
this should be within the, health department. T think the Committee came to 
the right conclusion, because that indication of medical possessiveness was 
probably the clearest indication that the child was due for weeing. 

The new arrangements* mean that the area health authority is^ expected to 
provide whatever medical, advice 'the local authority, whicft served the same 
area, may Require on th^ development of its social work services. The social 
welfare authority is expected to provide social work advice within the health 
services. These e:^pectations^ have been laid 'quite explicitly on both kinds of 
authority, and though, because of local personalities, there may be obstacles to 
getting them carried out, there are a good many areas w^iere^there already is 
excellent close liaison, and there is no difficulty at all-out the fact that the 
principal social welfare officer may have been jumor to the community^ 
^ physician in an earlier existence. , 

It can be argued that- the po^wers of the social welfare authority should'have 
been conferred on the area health authority. This has been maintained by, 
curiously enough, quite a lot of doctors, as a necessary process of further 
integration .«> It is quite possible that this could be the next stage in the 
reorganization of local govefnment, maybe 10 or 15 years hence. Had it 
happened in 1974, it would greatly have strengthened the arguments for making 
the area health authority the elected local authority, thus putting everything 
together under elected local government. That would have been totally 
- unacceRtable to the clinicians in the medical profession, and to the dental 
profession and to a lesser ex,tent, I believe, to the nursing ptofegsfon. Certainly 
Hhere would have been hostility in the health pro^ssions such~^s would have 
caused a great deal of disturbance -if the 1973 Act had ma^e that provision. 

Moreover, a separate social welfare departrtlent would still have been 
nece^iary, and it would then have been necessary to deal with two departments 
under the one authority. The social welfare department might/have had a very 
hard struggle to secure adequate resources against the pressure for more money 
for health. It is always easier for the electorate, central or local, to see the large 
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in'stitution rather than the service, which may in fact cost a great "deal more, 
but also be^more valuable. Area health authorities were entirely new authorities 
and, had the welfare responsibility been transferred to them as well as the 
health, all the new lessons they have to learn regarding health administration 
would have been infinitely more complicated by the need to learn the other 
things at the same tune. They were appomted, not elected, and in Britain we 
have taken quite enough responsibility away from locally elected government 
as it is. I do net believe it would have been a politically acceptable arrangement 
for eifher of the main parties in Parliament at the present time.^f anything, 
'social welfare services have greater need for direct contact with the public, 
through its elected representatives, than h^s the health service. 

These social welfare services are essentially local, with a much smaller and 
jdifferent regional aspect than that possessed by the health service. Other local 
services, such as housing and education, area planning and probation services, 
need to relate to the welfare services more closely than to the hedth service. 
There have to be arrangements .for ^son between area health authorities and 
the elected local authorities and they are required to appoint joint liaison 
(Committees. And they are required to arrange for mutual use of officers, a 
requirement that is not included in the law because there is a custom that you 
do not say you must do this to an elected local authority. The end is secured 
^y other means, including the arrangements made fdr grants from the center to 
Ihe locally -elected authorities. 

Often, right at the periphery, it is now possible to locate staff together. For 
instance, England's largest health center, which is in one of the northern 
. boroughs, Teeside, has in it 24 or 25 general practitioners. There is ah office 
covering the same district of the social welfare department on. the same floor 
and providing its services in close collaboration with the general practitioners. 
» Natifrally, the ipain cooperation between these services is at the district level, 
not at area or regional levels, and it takes place between professional staffs. For 
instance, the geriatric department in a hospital is going to need very close 
relationships and often exchange of patients or residents, with the hostels for 
the aged and infirm run by the local ajuthority as part of personal social 
services. There are about twice *as many places for old people in those hostels as 
there are in geriatric wards. Home support for someone who has been in 
hospital is partly public health nursing, and partly social welfare support. 
Home help, which is now used by something like 486,000 households in the 
course of a year, is prpvi4ed by the personal social services department. 
Meals-on-wheels, mentioned earlier, are provided now to the tune of something 
like 30 million njain meals a year. They also link with home nursing and with 
ggneral prafctice . In mjental health there is direct social work participation in 
psybl^tric work in hospitals on an increasing scale. Indeed, at present, there is 
not enough social work staff to provide'all thaf is needed.'^Some patients on, 
^leaving a psychiatric ward may need to go into a hostel for lack' of an 
appropriate home. The arrangements for urgent admissions for social reasons, 
for^ the safety of me patiertt, have to be^ mad^ through the social .welfare 
department. The g^eral {^actitioner has to be in tOuch with all the^e groups a§ 
wellas with the hospital. * y ' 

* In child psychiatry the social work support of the child psychiatric 
department has to be provided by the social workers of the local authority. 
Under the School Health Service they must also work with the educational 
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psychologists, and here again, the general practitioner is involved. There is a 
common link with the educational services, and again, there' are some hostels 
used for children with particularly seyere maladjustment. In such problems as « 
child abuse there must be exchange of information with the hospital and with 
the general practitioner. There must be home visiting, usually by a social 
worker, or sometimes by a public health nurse. It may be necessary to take the 
child into the care of t^local authority, either into a nursery or into a foster 
horne, and on the hospnal side therelare not only the pediatrician, but also the 
accident and emergency department. 

^ We have had a problem-as i know you have in the United States 
also-which calls for a degree of cooperation across the'board between health, 
education and social welfare services. In Britain, we are beginning to achieve 
that cooperation, I^ope, but some very unpleasant tragedies are still reported 
from time to time. Haviilg been reading the New York T/me^assiduouslyover 
the last couple of days, I have learned a good deal about the problem of wife 
battering, which is an o(?cupation followed by, I fear, some men in both our 
countries. That involves not only hospital authorities, but perhaps more social 
workers, and to some extent general practitioners anxl, of course, from time to 
- time, the police. Again, this requires a person-to^person kind of cooperation. 
^^Matemity care involves provision for confmements usually in hospi/als in both 
our countries, but it may also involve the provisiorv of domestic? help in the, 
home, which can be done by th6 Social welfare authority. Also involved are the 
hospital, the general practitioner and often the midwife in the community and, 
of course, if the baby is born out of wedlock, there may be the problem of 
^ adoption and of social support of the unmarried mother. Generally; in child 
health ,there are the problems of adoption and fostering, of. nurseries, ^ 
. residential ^or* otherwise, for children who have lost their parents. The 
pediatrician',' the obstetrician, the general practitioner, the public health nurse, 
f and the school health' service again are involved with each other. 

There is ah increasing number of places in hostels for the mentally 
• handicapped; and occupational centers for adults, run by the social welfare 
authority. There also are training centers for children n^\ by the education 
authority. The general practitioner and the relevant psychiatrist, the scfiool 
.Health service, and home support by home help or otherwise-all' are concerned 
^in care of the mentally or physically handicapped,. ^ 
In hospital work generally there is a prpblem of home support for some ' 
cas^. In the course of a year, the commonest reason for the social welfare ^ 
authority taking a child into care is short-term care necessary because^ of the* 
jUness of one or both parents. 

The key people in this coordination are the area medical officer of the area 
health authority, and the director of social work. If it is a multi-dfstrict area " 
there are community physicians in each district. Whether or not these services m 
.are going to coUaboriteas they should in the last resort d^ends on thi*pf^ 
. effective professional relationships existing between those people, much rr^ore 7 
than on the common interest of the two different, or three different 
authorities (if one includes the educational authority which tends to have a 
. certain" amount*-of independence within the work of the local authority in 
general). ^ ' * . • 

That is the set-up which attempts to secure a partnership of these different 
.services. I have not tried to give you details about the numhers involved by 
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different classes, although this information is available. (In particular, there are 
various groups of physically handicapped, blind persons and so on.) At the last 
resort, it comes down to sensible joint working at the district level. Most health 
services, and most districtvwelfare services, depend absolutely on the sensible 
functioning of individuals at district level, much more than on anything that 
may be put into Acts of Parliament. 

/ DR. THOMAS D. DUBLIN: Sir George, you have described the services 
rendered by the social welfare arm and the health arm in terms of dealing with 
the diagnosis and treatment and perhaps continued care of the handicapped or 
the sick. It seems to me that we have learned from the British experience, 
particylar^^dn the United States, of the inseparable bond that exists between 
sociakjdSss and morbicKty and also mortality'. In terms of attempting to order 
the dqpand for services or the need for services, whether they be health or 
^ social w^fare services, has there been any effort in Britain to attempt to 
demonstrate the cost benefit of some of these integrated'services that you have 
aUuded to, and 4)erhaps the benefit that might accrue in terms of diminished 
costs for health services by alteration of social status, or way of life of the 
population groups? 

SIR GEORGE GODBER: Certainly, I ^hink there have been attem^rts to do 
that, but I do not know of really convincing material about it. Sir Keith 
Joseph, when he was Britai^i's Secretary of State, talked considerably about the 
cycle of deprivation. He pointed out. Something that we all know, that people 
who are deprived, who come from unsatisfactory homes, kre'more likely 
themselves to generate unsatisfactory homes and unsatisfactory conditions for 
their children than those who come from better homes. Whenever that is' 
enunciated, I always think it is a blinding glimpse of the obvious; but it is true, and 
' it is true that we do not do enough about it. In Britain there were some special 
service units, which first appeared during World War II, provided by^Ouakers 
who worked with what were called the ^Svorst problem families" in order to 
try and ameliorate their conditions. But if we are hoping to get the most 
satisfactory result, we really ought to start much earlier than that. We ought to 
be trying (and I ,was thinking that you were going to castigate me for not 
saying this) to prevent the emergence of some of these problems. We should 
recognize the factors making them more likely to emerge. One deprived 
child coming from an unsatisfactory home 'is more likely in later life to 
reproduce the same situation with his or her children. Just how one could 
obviate this, other than by very general social measures, I do not know. 

In a book produced by^he National Institute of Child Welfare ^called From 
Birth to Seven, there is a^ery clear description of the way ip which certain 
services are used more than the average by certain social groups, and a mention 
that the preventive service^ which migh^ be most useful to them are the least 
used by them. I think on^ is simply enunciating spcial truisms ^at we all 
know, such as> "Bring a child up in bad circumstances, and "he is more likely to 
provide bad circumstance? for posterity*" So I haven't answered your question 
at all. Can you? . : 



DR. DUBLIN: In the hope of encouraging the concept of a colloquium, Dr. 
McCrumb of the Fogarty Center in the last year or more has been attempting 
to bring together the best thoughts and wisdom of the American College of 
Preventive Medicine, in part prompted by the fact that the Assistant 
Secretary's Forward Plan for Health emphasizes the importance and the 
desirability oY placmg a g'reater emphasis on prevention in the health care 
services. Obviously, the imphcations of v^at you have said and others have said 
is that many of the consequences of soiud njaladjustment, of social disorder, 
are bornr out m terms of morbidity and mortality in the health area. So in 
terms of prevention, we have to use social instruments as much as we do 
diagnostic and medical mstruments, in terms of need. Perhaps if I am probing a 
httle bit, it is because I am still at a loss to quite understand what the functions 
of the newer commumty physician are gomg to be (as described m John ^ 
Brotherston's monograph), or in some of the developing programs south of the 
Scottish border, m terms of the community physician. How will he be trained 
and how will he function jn terms of the» integration of these health and social 
parameters? 

'v 

SIR GEORGE GODBER: At the present time the commtmity physicians are 
mainly the lineal descendants of the MedicaJ Officers of Health. They probably 
had more to do with this kind of problei^ as medical officers of local 
authorities in the past than ^id' anybody else, except the children's officers. 
They were accustomed, usually , to workin^^ciosely'^with the children's officers, 
and now they are working closely with the directors of social welfare. They 
have plenty of opportunities to make assessments of the situation in their area. 
Their job, after all, is to make informed assessments of^the health situation in 
their areas, and the factors which contribute to the worse elements in it, and to 
bring these to the cdHective attention of their clinical colleagues, not only in ^ 
medicine but in nursing also. There are nursing officers for the samgj" 
working alongside th^m. ^ , ^^^^^ 

It all sounds delightfully vague, I know. It is a bit Hkjf^ing you will 
recognize it v^en you see it. I think that is largely true. We 'klow there are lots 
of parameters for measuring ill health, particularly among cfcldren. Some of 1 
the best pioneer studies in this area have been done in NewcastS, England, ^s a — ^ 
joint e)/ercise by the Department of Child Health of the UniveJkity and what 
was the Maternity and Child Welfare Department and the'* Sfchool Health 
Service of the Authority. My predecessor. Sir John Charles, aAd Sir James 
'Spftnce were the originators of the Newcastle studies. TheSfc^jg^ just after^ 
World War II, in 1946, and continued until 1,000 "children who were the 
subjects had reached adult life. There has been a series of pubHcatiohs of that * 
kind. Single-parent families {)rovide the examples best demonstrating the 
handicaps. « 

* The infant death rate of illegitimate children isjapproximatel>)^60 percent t 
greater than for those^bom in wedlock. If it is remembered that of the children 
born out of wedlock, about one-half are born to stable unions, an<J have the 
same infant mortality rates as the others, it will be seen that the* problem is 
concentrated in a sifialler group of uns'upported women, who often are young. S 
In Britain we had a committee which considered sin^e-parent families and * 

•made rebbmmendations abput particular' kinds of social' help, including 
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additional financial heli^being givp to that kind of family. This is just one 
area in which sdmethmg more positive can be done. 

I do not believe that the community physician can do more than call 
attention to the situation's health components, for which he can get a 
contribution from the health services. Educational and social welfare compo- 
nents may be a good deal mor^ impo''rtant. It is my view that when we start 
talking about thjis we emit clouds of cotton wool, saying. "If only things were 
better, everybody would be better for it." And at the end of the day that is 
perhaps all we have said. But there are individual things that can be done about 
health. There are things that can be done wrong by following the principleiJ 
enunciated by some of the experts. We have had too many occasions when a 
child has been killed or seriously injured as a result of people's determination 
to keep families together-because a child is abused before the authorities can 
quickly'arrive to remove that chil3. Some unfortunate social worker, or nurse 
or doctor, usually gets the whole of the discredit for that, when really we all 
should be sharing in it, those who have been neighbors and had anything to do 
with the case at all. Sometimes, too, the courts can be absolutely ludicrous in 
insisting that because a child was bom to a particular mother, that even though 
that child has lived for many y^ars with a foster parent to whom the child is 
devoted, the mother can claim him or her back. We have had {hat sort of thing, y 
and it is a very^sputatious area. I do noMhelieve that there is a single answftp^ 
to it. ^ \^ i^/lf 

ft 

UNIDENTIFIED SPEAKER: You stressed the need for common sense 
cooperation between professionals. Do you feel that it is harder to get it / 
cross-profession, or witKin the profession, or h^s tjiat issue been faced in 
Britain? 

/ • / 

SIR GEORGE GODBER: \ think most professions are a particular kind of 
human arthropod. They surround themselves with a rigid exoskeleton, which is 
the custom of our profession, and it is a very painful process to molt and put 
on a slightly different-shaped skeleton. Yet we do it in scientific matters, 
because we get continuous patterns of change, and it all looks very worthy and 
orthodox. When it comes to conceding something to a groiA from a different 
discipline, we tend to fi^t for the supposed rights and^pespbnsibilities of our 
own profession. It is djffiCult, therefore, in a rather Special way, to get one 
prof^on to accept fredy the benefits which working with another can give. 
We (feplay it most clearly in the authoritarian approacn of doctors to nurses, r 
After all, they are* in the same famUy, and we 6ften fail to realize the 
distinctive contribution that the nurse can make in health care. One can see 
extreme possessiveness withfn speciajties in medicine. For example, the general 
surgeon who likeis children and is therefore prepared to do children's surgery, 
even mough a colle^ue would do it better because he is a pediatric surgeon. 

I do not believe things are as difficult within the profession as they -are 
between professions, andvl cannot see why all of us in the profession ^ould 
not concede morejgadily to the others. That is a fine general answer for you, 
• but it does not-^veyou any specific help, I am afraid.* | 

UNIDENTIFIED SPEAKER: I think it is one of the most serious social 
probleiKis we have, in working as a whole organization . 
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SIR GEORGE GODBER: Yes, I am sure this is true, but pne need not 
despair, because I have seen it ha^en"Tn general practice in Britain-the 
association of medicine with nursing, on a really free basis of choice. For 
example, this was never directed from the center, although a good deal of 
encouragement was given. Wher^ individuals in the professions are ready to 
make suitable concessions to each other, I do not know of ^y interprofes: * 
sional' collaboration that is mofe successful, even the doctor-nurse coHabora- 
tiorf^ within hospitals. I believe it ca(i be seen at its bestf in general practice 
because there are fewer white coats and^less attitudinizing. 

But this collaboration and conceding does happen and, provided no one / 
^ attempts to enforce it by law, or trie^^to make rules about it, I think one can 
get continuous change itv4hTS.^;ayJ^ not as despondent as you sou*nd. 

MS. KATHRYN ARNOW: What opportunity is th^re for the patient or the 
consumer to voice satisfaction or. dissatisfaction ^or to help moderate or. 
modulate the many relatWships you have been talking about? 

SIR GEORGE GODBEk There^^is the opportunity that occurs at ground 
level when the patient mignl resent, perhaps, being asked to make his or her 
first contac^ with a nurse in^a group practice, as was earlier^entioned. If 
complaints are to be voiced-apart from voicing them direct to tne individual 
professionals with whom one deals-there is the fact that social welfare, services 
.are provided by locally elected authorities and the aggrieved individual can 
always get at the authority through his or her local representative. After all, the 
member for the particular ward or village of the authority is there to respond to 
.feeling in his or her constituency, and he or she had better respond, ofrnqt be 
elected next time. There is always that situation on the elected side, ^ra^o 
the device'of the comniunity health council, established on the health side, 
which gives an opportunity for people who represent the public locally" to 
make theit views known to the health authority . 

So, failng the kind of personal adjustment that can be achieved by direct 
contact wfth the individual in the profession, there are these other channels 
(apart frjafn complaint regarding a defect, or a failure to provide services) which 
can be used by the individual member of the public. Of course, at the end of 
the line there is the formal complaint to the authority, or perhaps to the health 
service Ombudsman. I will be coming to hmj in a later discussion. In health 
service and in social welfare there are strong inhibitions relative to thef^ 
individual finding fauU with the service giver. At the back of this may be thef 
though t^that: if Lp^ault with this one and continue in r^y relationship with 
him or h^r, I am not going to do so well in that relationship as I might h^ve 
dpne if I had not complained. 

MS. ARNOW: In addition, I was thinking of the just natural aw? that 
patients hav? of physicians,* quite apart from wheti^ the patient expects that 
the physician or the nurse will be peeved WWi and dislike him, which I doubt 
would happen with most professionals. There is simply a tremendous all-over 
reluctance to question and answer physicians. 

SIR GEORGE GODBER: You said natural awe. Is it natural or unnatural? 
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MS. ARNOW: We had a speaker in an earlier conference sponsored by the 
Fogarty International Center, Victor F'uchs, who has w6rked on the economics 
of care. He thinks it is perhaps a bit of a theological, a religious awe. A 
priestlike relationship. 

Sir GEORGE GODBER: Yes, Because you really hope that the doctor can 
do magic for you, don't you? 

MS. ARNOW: That is what he said. 

SIR GEORGE GODBER; When you are Ul, I thiijk that it rubs off onto the 
doctor, who afte^ a while begins to think he can. (LSughter) But, look, these 
are human, obstacles to rational behavior, and I am quite sure they cannot be 
overcome by committees of investigation and that sort of thing. We have had a 
surfeit of those. 

DR. WILLIAM HOLLINSHEAD: At this kind of ground level of the service 
professions, it seems to me that in part becaiise of this religious awe, the 
consumer is tending to sort of vote with his feekand to seek other services if 
he is dissatisfied; and perhaps that is the best solu^on for the ptoblem. But my 
question is: When you, reorganized services in a m^or way, put different labels 
on the doors and different people in charge of aid services, was there any 
planning-at least on the local and district level-to teach the patients the new 
pathways, the ways in which thejt^ight find their own way to' the advice and 
the help they felt they needed urwer the new system, or would that simply 
occur as an organic process with the patients doing it for themselves? 

SIR GEORGE GODBER: So far as tho health services are concerned, one 
has the traditiontl access to the family doctor, so I do not thinjc tliere is a 
difficulty; I believe everyone knows that as a source of lielp..'rtie actual 
definitive help may not come from that source, but that source is responsible 
for getting you to it. The doctor will not say^-^rjy, chum,it.is not forme." 
He will say, perhaps, "I believe you will n0ed help -from the social welftre 
department; I will refer you to it," or he may say, "You should have been iti 
hpspital; I will arrange it." On the healQi side there is that traditional point of 
contact, and it is true that the individual dissatisfied with his point of contact* 
can vote with his feety as ^ou said. He can change to another docto'r. The fact 
that it is not done^ery often may partly reflect the fact that it is an 
uncomfortable thing to have to do, because you have to go to your doctor and 
say, "Look, I want to end our relationship." But I believe it does largely 
represent a sort of continuing loyalty between patient and doctor; the feeling 
that there is an established relationship preferre4 to some different relationship 
with persons unknown. ^ 

On the social welfare side^\here was again a tradition of access to.some kind 
of officer, and there are local oirkes where one would expect to see the individ- 
ual who would.be able to help. On the Social Security side, when there are 
questions of particular allowances, one visits the Social Security office, asks the 
questions and receives answers. Arid there are .all sorts of exfffanato^y leaflets 
about entitlements. I do not beUeve people make full use of these services, al- 
though on cash allowances ar{d that sorl of thing there has been a determined 



attempt to educate the people by leaflets, by publicity^ by public Mussion. 
Many still go short of services they fffi^t obtain. \ 

^ There is no longer the 0I4 stigma ofl the Poor Law, of the feeling that it v^as 
slightly discreditable to go seeking service. On the personal social services side 
it is believed that^ the offices are sufficiently local, wd that the officers are 
beginning to be sufficiently well known, for such inhibitions to be at least 
declining. But 1 am not saying the difficulties are not there. 
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CONSt^ER INTERESTS, EXPRESSED THROUGH THe/ 
COMMUNITY HEALTH COUNCILS, THE HEALTH SERVICES 
COMMISSION AND OTHER INSTITUTIONS V 

DR. MlLO D. LfeAVITT. Our subject today IS the manner in whi^h the 
Bntish Government' deals with consumer problems in the National Health^ 
Service. In yiew of our own' interest in this problem I am sute that Sir George's 
commer^s this afternoon will be especially appropriate . 

SIR GEORGE GODBER: Thank you, Dave. The Health Service, of course, 
must W a public concern. Sometimes the^re are feelings in the professions that 
they are the best judges of what should be done to and for patients, who 
should accept that' judgment. Perhaps that was. encouraged in former times by 
the charitable origin of many British acute general hospitals and-ttwabsence of 
any, fee-paying relationship between the patients, and the d'ocnors concerned. 
All British hospitals either had ;salaried medical staff or the staff were 
honorary: In the famous teaching hospitals in London, for instance, or the 
)luntary hospitals generally, the staffs were honorary. " . 

^?hen #ie Health Service was introduced it was obvious that, since the 
puftlic was paying through taxes and since the public was being served and 
intpnately and perso^ially involved in what was going on, it must be their 
c(*cern. The original ^bspital boar^s-which had appointed membership -had 
members who were Opposed to act as individuals, not as delegates Representing 
,any particular interest, not more than one-fourth of them were medical. There 
nfight be a nurse; the{e might be a dentist; one of the ohysicians might be a ' 
health officer. They included a numBer of elected mem^rs of local authorities 
who were chosen by the ■MjijisteK' not nominated by tfie authority. There was ' 
usually at least one trades union member. The rest v^6re ^ebple who had 
exhibited ^n interest in the running of health services, and they were rarely 
polidcaTappointments. That situation w4s not invariable, but by and large it 
was bowlings ran. , .^i**^ 

The regional boards appointed management committees on much the same 
basis, hi the boards of governors of ^teaching hospitals, three-fifths were 
nominated by regional hospital boards or by the medical staff or by the 
university; they tended to ^ve\a larger proportion WJ19 were medically 
qualified. They' really had rnpRnstituency, any of these, appointed bodied- 
they had no electorate to which they were aii^werable. They were criticized by 
one distinguished jJolitican, now dead, as *^elf-perpetuating oligarchies.'],.,i^^ 
' matter of fact they did rather well, but they lacked public contkt and t)ley 
lacked appeal to the public as groups, even though many^f them woufdbe 
known individually. However, they-particuUr)y the management committees- 
had reasonable contact with the sector of the public they were tryii]g to serve. 

1 alWJyfc^ipember the chairman of one of the London teaching hospital's board 
of governors who was in fact a Labour peer-when he got the names of his list of 
governors he could not identif>^ne of them until the first meeting, when he 
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discovered that the man in question was the^pe'rson who went aro&nd the 
hospital wards Selling newspapers. He was quite disturbed about that~but 
sKbuld^h^avebeen?' , 

The councils tHat managed the family piractitioner services were nominated. 
They ^(ere one-half professional, one-third nommated by the elected local 
authorities and the Remainder selected" by the Minister. They were almost 
unknown and they operated complaints machinery in ,the general practitioner 
services anonymously. There were sometimes complaints that no one knew 
what went on and that because Of this, if justice was done it was not seen to be, 
done. On the other hand, the local health authorities who ran th^ personal 
preventive services and the support services were elected for counties or cities 
and they did have public health committees answerable to thiem. Health was 
not a major interest of the elected authorities in Britain as it w^s in Sweden, or 
in New Zealand for that matter, but there were jmembers who could be- 
approached V the electorate if anybody w^ dissatisfied with the way services 
were provided. ^ ' 

The 1974 changes m^fied this to the extent that today Britain iias 
regional health authorities and area health authorities that are smaller than the 
authorities that went before-smaller eVen than the hospital authorities. The 
regional- members are^appointed by the ^Secretary of State. He also appoints 
the chairman of pie area authority, but the members of that body^are 
appointed by the regional health authorities. The members are appdinted 
partly from elected members of the local authorities and partly fron\ people 
put forward by the professioj^. These bodies are small, they are meant to be 
managing bodies; they are less obviously in contact with the public thfey are 
supposed to be serving than "the bodies that preceded them for hospital 4)r 
preventive services. The area health authorities also are required to have family 
practice committees, which are nominated on the same lines as the preceding 
executive councils. 

The real kernel of the Health Service i» the district~the distric^that needs a 
district general hospital to round off the services and that contains'a number of 
group practices or health centersp#r individual practices or pharmaoies giving 
primary care. At the districtrtevel there is no committee machinery at^ll,and 
this is one of the weaknesses of "the revised setup. The districts are run by 
management teams comprised of Qfficers appointed by the are^ health 
authority.' Now that is reasonably close to the public if the area health 
authority only has one district, but most of them have mo*e*«nd»one of them 
has as many as five. < ' 

The, present British government has been concerned about this, which it 
regards as an undemocratic arrangement, and it has decided to increase th^'Size 

..of these area health authorities, nominating two additional local authority, 
members to the area-tealt^i authority/Jhe^^^r^^eople who have been elected 
to the locaf authority for other purposes, .and therefore they have a 
constitu^cy to which they relate. ^ ■ ^ 

The re^^s for non-election, for noX choosifig to have' airckjcted bodjrfor 
running theTie^th Service, are: first of all,^e x^oteS bbje^ by the • 
professions, especially the me'dical profession, ^h^ nurs^s^mi^^ have 
mli\ded so much because many of them were accimomed to being emplpyed 

'by local authorities^ But the doctors, and ^a lesser extent the denti^dfwete* 
determined not to be employed by a body which might then discuss tl^eir 
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professional 'activities in open meeting and fejel that it had the nght ev^n to 
intervene However, there are mor^ practical i^easons than these reactions of the * 
professions. It important to avoid any restrictive effect from local authority 
boundaries^ Local authonty boundaries, although they have been revised, are *■ 
still not boundaries that one would generally have chosen for running health 
.service^. 

In England there is a regional level, also with an appointed authority, but in 
Scotland and Wales there is not. There is no regional level in local government, 
which is another Veasoa why it would not have been advisable to turfCover 
management of health work to elected local authonties, even if the professions 
had been willing, unless there' had also been a 'radical reform of local 
government* in this respect. 

Additionally^ there is a very large finanaal responsibility, resting mainly on 
.central taxation. The Trea^ry does not hke to feeLihat it is handing out 5 
percent of the GNP to meet the cost of services that at present run at nearly • 
S7-1/2 billion a year ta4ocal authonties, that^ould spend the money but did' 
not have to^ collect it. Local authonties' revenues ct)me from property taxes ' 
and^ere is, for mstance, no local income tax 6t local sales*tax such as some 
Other countnes hiye^n Sweden, where they do hive elected local authonties, 
more thanV'S^ percent of the' expenditure, of the authonties is on the health 
services^ as well zs ihe'central contnbution. Then, too', the local authorities 
were lacking in experience of the two main components in clinical service- 
hospital and primary care-which account for 95 percent of expenditure on the ^ 
fteajth Service. Elected local authonties are less amenable to national- 
infhience, whether it is'on the.jnethod of providmg care' or on spending, than 
appomted autjionties who, either do in general terms what the Wmistaf asks or 
find themselves no longer appointed at the next change. * 

In the early days some action had been taken to compensate for the fact 
that many hospital' authonties were appointed, and thus were not answerable^ 
to a constituency. Of course, members would nonetheless b*e local people, and 
would visit, even mspect, the facibties. Most hospitals also had their own 
leagues of fnends-voluntary groupsjcollecting money by vanous means, taking 
interest in what was happening in the hospitals, and helping to finance 
ameniti^ for patients and sometin\es for staffs. Quite often,' people interested 
m this way would leave legacies to the hospitals. It was zqmte important 
method of keeping contact with the pubbc^o bfe served. Also, the British Red 
Cross Society and^ne Royal VV^omen s Voluntary Services and similar bodies 
took, an inter^^r the hospitals and provided voluntary service m them. • 
Especially,* some of these bodied' junior members would give voluntary service 
in the care of patiepts. Among the professionals, the establishihent of 
postgraduate mstitutes meant that all professionals workirig m an area, whether 
working in^the hospital or nb?, had a focal point linking them with the hospital . 
and with each .other. There were all sorts of devices, such as "open days" when 
the pubbc would visit the hospitlls, and pubbc annual meetings when people 
would come and talk, about the work of the hpspitals. These related almost 
entirely to the hospital component of the service-. 

Meetings of regional hospital ^ards and of management committees, like 
the meetings of the regional health au;}ioritiesand area health authonties now, 
Were open to the press. Committer meetings were ^usually not, open, but very ^ 
often committee papers would.be available to press representatives. Members 
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of the authorities woald visit the hospitals^regillarly-all of the hospitals in 
their groups.^ Sometimes individual members of a hospital management 
committee would be assigned to make contact with one hospital in the group. 
House committees for individual hospitals tried to bring in additional vpluntary 
contact but they were not very successful. Many tried to interfere 'in 
management responsibilities which should not have been theirs. But the 
management tried to faiyliarize patients with the organization of the hospital 
and their "rights in regard to treatment, including affording guidance on how to 
make complaints if they so wished, giving them an opportunity to make a note, 
-,at the end of their stay, of comment on the senace^hey had received. 

There is, of course, a tendency for all jecovered patients to be extremely 
grateful, to be glad to be going home, and to ife quite uncritical of the people 
who were attending them m hospital^ But even allowing for that, I think that 
cpmmitle'?^, such as the one of which my wife was a member, really did have 
the opportunity of hearirl from, patients about thmgs that they found wrong, 
or things that they found advantageous in the^hospital in which they had been 
treated. ' ^ , 

The complaints machinery for the Health' SefVice was different m different 
sectors. In the family practitioner service^, medicine, dentistry, pharmacy and 
optometry, there Were service committees for each branch. Anyone feeling 
' aggrieved was required to make a complaint to the executive council. The 
chairmsm of the executive cpuncil (who usually was not medically quafified, 

* although sometimes one of the professiohal^w.ould be chairman) and the 
/council itself, consi^tmg of balanced professional and l*y members, 'would 

consider the comj(||pnt. Either the chairman or the clerk; or both, might take 
mformal action in something that.seemed trivial, to perhaps mollify the patienV 
or prevent a grievance from going any further. Perhaps, siniply, a (riendly word 
' to the doctor or dentist or phaOmacist about whose conduct there had been a 
complaint mi|ht prevent anything of that^ kind from re-occurrmg. However, 1/ 
the complaint was serious (suppose someone cojnplamed that his old mother 
had died without having received medical. c^e because the 4octor, although 
summoneTd, had oot attended,, or he had attended and been quite careless in his 

* activities) the doctor might be ^eld not to have 'compfed with his terms of 
service. The council, on the advice of the service committee considering the 
case, might recommend a wi^olding from his remuneration. There would be 
a right of appeal against that decision, whether it werfffor or agamst (he doctor 
or dentist, or whatever, xo the Secretary of Sta?e. Such appeals were usually 
sent to a formal hearing, or they could be referred to an advisory committee 
consisting partly of doctors in the health department and partly of representa- 
tives of the profession from outside the department. Quite 'severe penalties 

' could be tnjposed, Vrecall the withholding of £1 ,500 from a doctor who^e total 
reiViuni^ratiorf' from the National Health Service was of the order of only 
£3',000. That particular offense, oddly enough, was for prescribing tetracycline 
for^the local treatment of*varic6sfe ulcers; th^ doctor had a Oim belief that it 
was advantageous. But for some considerable time he h^d been costing the 

^ Health Service more than £30,000 a year in carryiijgput this treatment, and he 

* could be dissuaded only by having such a penalty^posed on him'; a penalty 
that, had it continued to be imposed, would Mve precluded his continuing in 
the Service. • ' . • • • 
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Mostly the penalties would comprise the withholding of smaller sums, but ' 
an extreme .case could involve reference* to a special tribunal which might 
recommend removal of the pracUUoner's name from the list in whichever 
discipline lie was practicing. If tne conduct of a doctor had been particularly 
disgraceful the whole of the proceedings rtiight be referred to the General 
Medical Council and the peison concerned could fmd himself taken off the"^ 
medical^ re^ster and no longer able to practice. There were not niahy cases of 
that kind, but there were a Broadly that system continues. ^ 

Complaints made to the local authority would be handled by the members^ 
of the authority; there ^as no special system of inquiry prior to the recent 
changes. Complaints to a 'hospital. management committee oi" to a regional 
hospital bo^rd in the hospital services rnigljt be hkndled locally by anintemal 
inquiry "trrta an explanation., Bif?^ey we^ always recorded and acted upon 
imiTle4i^tely; and they would be disposed of in that way unless they were so 
serious as to warrant a more formal kind of inquiry. The complaint^ book was 
available for management committee menibers to see; it was oftejn thought that 
hospital staff tended to close ranks and to dismiss complaints if they possibly 
could: In the early stages that may^ave been partly true, but I believe that as 
time went by the hartdling of complaints was taken much more seriously^ 
Ministers ^rtainly took them seriously. After the report of a speciaf 
committee some 3 years ago, the action was made generally similar, involving 
referehce if necessary to a special committee of inquiry. 

A formal inquiry with a le^ chai^an m a serious case-as for instance the 
doctor ^0 twice failed to undertake cmss^tching of blood given to a patient 
who subsequently died,, even thougn ^e facilities were available to him-a 
formal inquiry on that whichied to'the dodpr's dismissal, is an example of the 
extreme case. Th^re weren't maiiy like thtrt. Today, all complaints go to area 
health authorities or to regionaT health authorities, and the local system 
proceeds much on th© lines of that previously adopted in the hospital service. 

Sometinies people complain by writing letters to their Member of ' 
Parliament/ iWwill usually go Jto the area Kealth authority or the regional 
health authflpty^aiird get advice as to whether the complaint has substance. If 
he tlynks if so serious that it ought to be pursued with the Minis^j? r, l\e will go ' 
to the Secretary of State. Then the Secretly of State goes back down the line- 
to 'inquire from ^ the are| 'health authority or regi^Bl health authority^ 
flcondfemed. The Secretary of State will not entertain a comp}aint stbout a" - 
general practitioner because he is the court of appeal in the event of a decision 
going against the practitioner. He will simply refer -it, back to'the formal 
machinery of the fifmily practices committee. He can if l\e chooses, on a 
sufficiently serious matter, set jup a formal inquiry of his own, with a legal- 
chairtfian and professional and peVhaps nonprofessional assessors. Recently, 
quijte 1^ nuihber of inquiries of that kind have taken place regarding the 
provision of longtcrm care, particularly vviiere thenre have been allegations of 
serious misbehavior in custodial type hospitals-for instancefthose containing^, 
the mentally handicapped^ After all, when therefore more than 200,000 
mentally' ill or hMi^Hcapped or chronic sick patients In tjhe hospitals it any one 
time, it is ^oing to be surprising if.there is not anywhere among the attendants 
the soH of person who simply should not be there, and who^will maltreat a 
helpless patient. We have had perhaps more than our share of complaints of / 
that kind. , ' . • 1 
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There are ^so problems arising from professional faiiure, and these can be 
extremely difficult. The example of the anesthetist who sniffs the ariesthetic 
gases and who may ren<^er himself unfit to continue with his duty is an 
extreme casc-this happens^ and a^ we ail kjowl not so very uncommonly. A 
plan anesthetizing patients for a registrar-surgeon' had two patients die who 
r should not have died. He was held responsible by a^<^cfroner*s inqUest and was 
dismissed, and in fact his name was later remove*d from Ihe mjedical register. He 
was an addict to the anesthetic to which his job exposed him . - * \ 
* * In order to try to forestall that sort^qf thing, ^ system was set up in every 
ho^ilaf v*ei5ri|bwhat were called **three.wise men**, would be designated:^ 
three s^hior mWbers^of the medical staff, to whon> any^-member of the'sta/f 
•feeling doubtfil aljout the capacity of another member of the medical staff 
would go. I dcf not believe the system has iVorked very well. It has .been used 
r effectively on some, occasions, ^ut it is^ very difficult sittwtion to have young 
doctors complaining about their seniors. It could well be a si^gical re^sirar or 
a re.S!dent feeling that his 60-yearKdd ihief is losing both physical and^nental 
^ capacities t^ discharge his functions, and^he complainant does not like to go 
to another 'senior coUeagHie and complain. Ir? theory it' ought tQ worl^ in 

practice it has worked sometimes^but it has not been as effective as o^e would 
like to see it made. There has been an attempt to improve that recently. ^ - 

Mr. Richard ,Grosfflnan, when he wa^ Secretary of State, set up ^ 
independent organization known as the Hbspital Advisory 'Service, which was 
not^section of the departipent; AJthough I was Chiftf Medical Officer. at the 
time ajid the first director was fdrmally yi^mber of my staff, he was not 
answerable to me for his work in this capM^pe director reported Sirectlyjj. ' 
to the Secretary of State,.'and his report^ere considered by the health 
" aithorities and by the staff, of the departmem. The team spfent their time 
looking at longterm care, starting with mental hancjicap, about which w^ had ' 
the most <^em, and movingj^n to mental illness and geriatrics. ^ 

Teams consistini of, usually, a doctor,^a nurse, an administratdr anVperhaps . ^ 
one other, would visit *ach of the hosmtals providing this sort of care in turn' 
^and wri^e detailed reports on their findings after a stay of up to ajweek. Those 
findings were often extremely vahiable in bringing about improvements in ' 
individual hospitals.. They led to the pubUca'tion of annual reports of the 
Service^ and those annual reporU called attention to a lot^of tilings that needed 
. ^remedying. They also helped obtain extja funds for ihe improvement of 
lon^fc^lrm care. ' ^ i ^ || • 

Personally, I have some doubts about this i^thod, because it involves ^ 
people descending on a hospit^, making a report, and going away ; and they are 
' > then na longer involved in the responsibility of- trying to remedy what they % - 
• , ^ have seen. I believe that something rather closer, such^ as some regions have 
* adopted, to a peripatetic regional group which will go around, say, the mental 
. illness hospitals of the region; may be more ^successful. The group neil not 
. ^ always be ,the same, but perhaps could ex(iiange a psychiatrist from one 
. ^ establishment whe'n they move on to the next, shedding the psychiatrist they - • 
^ were using before b^use he happens to be the person in charge of the next 
establishment. Such a team has been shown in some of ihe regions to retain'a ^ 
sense 5f responsibility and support (ot the staff, who perhaps are working 
under extreme difficulties m the hospitals visited. > . * \ , , 
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The two new things introduced iu 1974 were the Ombudsnnan-and the 
community health councils. Since there are no elected committees at district 
level, tl]| health s.ervice institutions do need an opportunity for contact with 
the public at that level. Community -health councils have been appointed for 

^ - each of these districts. They are appointed by the regional health authority, 
one^lf on the nomination of the elected douncil of the distnct-^lected for 
'Other local government purpose?, but these are people wi,th a constituency to 
which they are answerable-two^thirds of th« rest from other bodies interested 
* in the. health field, such as the Red Cross ag^hthe Roval Women's Voluntary 
Services, and a sprinkling of other people without^^cific affiliation but 
known to be interested in health care. They elect th«ir own chairman, they 
appoint their own staff; they are financed froni the Heahh Service; their 
membership is not professional. Although it ha&jbeen rather difficult for them 
to get officers of *the quality that they neeci,'Jhey do have some appointed 
(perhaps former' employeejs of health authorities with a reasonable level of 
experience) and some'at least have begun to show an intelligent and helpful 
interest in the way that tht Health Service works in their ^iftrict. 

A few of the community health councils may behave as if they believe they 
are there to harfts the.jyeople providin'g*OF managing health care. At this stage 
that is a ri^k on^ has to run. 'But if only theiiealth authorities and the district 
management teams will try 'to fcopperate \vitn these bodies, I believe they may 
find*then\ to be a gre)at d^al'more help^thar\ nuisance, *^ey have' a nusiance 
valu^ and perhaps it is just as well th^t they diould^^bepause there is na reason 
\^hy ever>;one^ if\ the health services should be exempt from nuisances. But I 
hope that they are going to -settle down and.be made to work, otherwise there 
is^a real risk tha,t! the>Health Service rtiay be looked upon as the government's - 
. terVice^aAd detached from the pubhc it is supposed to be serving. 
. ^ Members of thesg/councils will visit or at least h_ave the opportunity of ' 
visiting health facilities. They have the right to be informed of'^d'give their 
views «n the^^rea health authorities* plans. They may show a'tend^ncy to 
inquire where they are not really '(Qualified to mak§ inquiries but in that they 

\ can be advised. They are Considering forming a natrt^pl assotiation so^that' 
;they may develop a sort of corpus of understanding among themselves about 
' how best they can be employed. The King Edward's Fund, which is a voluntary ' 
Jieilth service suplporting-fuqd based in London, has been helping this ceri^ril 
oj^anization: They ?have appointed as their chairman. Lady Marre, who 
happens fb be the'wife of the Ombudsman'^ Sie has had sociological training 
and has been concerned with health*and social welfare service administration. 
^ It v?as for that reason /not because she^was the wife oX the pmbydsman) that 
she was chosen by thi^ body to be, its chairman.- The provisional national 
association has started to publish a bulletin, the first one or two numbers of 
which may have seemed a jittle naive. However, f beheve they can be made into 
aValuable means of contact betw^n^the servic'^ and the public being served. 
They can also help people who want to make seripus complaints arid don't 

^ know how,>orperhqfJSiare even afraid to^sdo so. 

It h^ been alleged that these councils have a. predominantly middle-class 
orientation^, i reitiember on^ 9dd complaint (hat the chairman of one^ofthem 

- 'was an admiral. B^it really, the admiralmight wellhave been the lnost suitable 
person in that particular council. The councils' rShfuncftions are in contact^ 
with the public and as interpreters. ^ ,^ 
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Jhe Ombudsmait^is appointed by Parliament, under a qjecifid section of the 
National Health Service Reorganization Act. He reports to Parliament and he 
makes SnnuaJ^ report which is published. Complaints are made to him 
directly only iftffe normal routes hajje^eady been used and have not giveji 
satisfactiorf to the ecfjtfplainant. Such complaints are made by those f^^g 
that he or she has suffered injustice on hardship as a result of fayjfrtToF a 
service, failure to provide a service, or maladmmistration of one of^e Health 
Service bodies-not of the central Department of Health-even mcluding the 
Public Heahh Laboratory Service wliich is run mdependently by a board 
appointed by the Secretary of State. The Ombudsman can acl if a person is 
not himself able to complain and an officer of the health authority instead 
submits the complaint on the patient's behalf. This has happened, it is not as 
/anciful 'as it may seem.' If someone is mentally incompetent to makei a 
coherent" complaint, but nonetheless has a complaint- which he ought to be, 
allo\ved' to^ submit, then it is the health authority's jojb to help him to 
fonnujate.and submit that complaint. The time limit for^iearing complaints is 
1 year. But the Ombudsman. can, if he chooses, waive <tha^ limitation if he 
believes there is good reason to'. He cannot fnvestigate if a tnbiinal or a court 
has already done so. Normally he would not if. the courf^ill^have been used. 
If, for instaijgej a patient was aggrieved by what he regarded as'a pirofessiohal 
failure.' of the consultant oj- other do#tor who had treated him, he has a remedy 
at the hands of the courts and h^. shoOld use that, But if he is c^rap^uig 
about something else,. perhaps the behavior of that doctor, which wouiT not 
hav^ been subject to penalty by th^ courts, then he c^n make his complaint t6 
the Ombudsman-if he believts that the health authority has djsrega'rded or not 
acted satisfactorily on a complaint made directly to tjiem.^e Qmbudsman 
cannot investigate clinical action solely i^the exercise of clinical judgment*. He 
cannot, for instance, take tjo task a competent dbcto; who has decided to do*' 
something or not to do somethiiijg on the grounds that' it was.nof the right 
decision to make. There is a remedy irfthe, cpurtsif a patipat feels aggrieved 
about that, but the Ombudsman ha(s not'' the kiAd ofexperience or available 
advice to deal .with a clinical failure of that kind. . , ' <^ " ' 
, He cannot investjg^t^ the (amily practitioner slices because there is 
statutory maQhihery for dealing with such complaints, and tli3fe is - appeals 
• ihachinery reWRing vp'to the Secretary of St^tei But the Ombudsman can deal 
^ with a question o*f maladmmistration or failure^ act Jby the famil*y practice's 
jH ^committee. The myestigation is private, the^Ombudsman'has right of access to 
documents 6f any health authonty. A report of his'conclusions is senr to the 
complainant and\o the person or authonty compldmed abo,ut. If it is necessary 
to bring in someone to give^evidence, the expenses of that witness may Ije paid 
by the Ombudsman from funds voted for the purpose by Parliament. * 

In the, first year, the Ombudsm*ai\han.dled some 500 cases. About one-half 
were Invalid -in the >^nse that they should not have -beeajnade to him anywSy . ' 
ftut' of ^the .^main^lr, 'an appreciable proportion ^ere fouri| v^^rthy .6f^ 
investigation ah<of some 'degree of censure. One that occur/tb me particularly * 
^s^that of a cbnsujtant censured be(^ause the patient had compliined abdul 
something done by the co;ftultant or not done by him to the health authority. 
- The authority^sotight the ):onsultant's opinion about this, and the consultant 
, ^^etj,xo\d t)\e 'patient IJiat he d^d not feel able to continue With his treatment, 
his'argumeht^being that there (fould be nq prgfessional Cqjtfidence between 
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them after the complaint had been made, although the parent wished to go on 
, being treated by that doctor. In the view of the Ombudsman it was an unwise 
response, and I think it would have been in the view of many other people. The 
consultant was censured for taking that sort of hne, but the department itself 
was censured for failing to deal with certain defects in motorized invahd 
carriages sufficiently in response to a considerable volume of complamj^ No 
one escapes if the Ombudsman gets good evidence of failure by action or by- 
inaction. * . I * 

That is the way tha^the admitted difficulties of running a health service 
through appointed autho?Hifis are being handled' in the British Health Service 
today. The situralion is a fluid one, aivd I believe the Ombudsman has thus far 
had insufficient time to d€;y&>p his madiinery on lines that will be entirely 
satisfactory to him. 'The heath autl^orUies perhaps have some way to go 
toward realizing the importance of carrying their public with them, despite the 
fact that they have no electoral base. But I am quite certaii) that the handling 
of these relationships is a great deal better than it was 20 years ago or even 1(? 
years ago. * ^ 

J' do not l^ow whether that explanation is the kind erf thing you were 
hoping to have, Bui it is about .as far as I can go. I shall probably deflect all 
questions ta'my wife, because she has operated in it. 

^ ^ DR. LOIS ^. COHEN:^You described very well a system for consumers^ 
primarily, to make complaints as they react to the National Health Service. 
Does the Service provide ^ny structure for the consumer to get involved in an 
active way in the planning §lage, rather.than solely in a reactivfe way? 

#. ♦ 

SIR GEORGE GODBER. The quest5on' is Whether the consumer 'is enabled 
to take part in the planning process^. Yes, one of the thmgs thit the community 
health council is entitled to is /Sight ot the plans for developmeiu.of .the . 
service*.^ Thex hav^ the right,*indeed the diity, to' comment to tift health t 
authority. This may be quite widely publicized so that the mdividual member 
of the public also can,, if he or she chooses, make a protest or support the 
health ^utliority.^ne of the recfent complaints xhix I saw was that of people ih 
a particular area who were concerned thjt their doctors in the area's group 
practice shut up^shop at nj^t^s^djeft the responsibility of answering 
emergency calls to doct^s from a rehef service in a town seven or eight miles ^ 
away. The* complaint was taken up 'by th^ community health council and ' 
ref?Vred id the authority responsible for^ overseeing such arrangements.. 
Alterations afire being produced in that- way. , ^ , 

But in the Earlier formative stage&^of planning,;! thinK, the opportunity 
' comes only if and when the health authority takes steps to make, its plans , 
know^. If It wants .to'close down a small hospital it will not be allowed to^do it 
unless there. has been a serious attempt at public consultation. The*community 
healthy councils, will probabl>^ be used increasmgly in th$t. Ther^ are 
opportunities but they are not easy to use^ For one thmg, health planning is 
not an art/i^epnvell unde'rstpod by memb^is of the general public. 

DR. STUART SCHWEi;5ZER: It as if you liave developed a ^ 

, mechanism for redressing^grievances which is wholly apart from the ct)urt 
system. Th^ are problems to which^J^ther, we h^v^ no remedy at ^1 in the 



United States-short of so|nebody finding a direct legal liability and /dragging 
things out through |he legal system. I am intrigued in the sense that ypupave 
created a system for resolving problems that we haven't realized we hai/e m this 
country.' ^ A 

SIR GEORGE G^i^ElT^^s may be true but you see we have a system 
and we ought to have methods of trying to correct that system. If you have not 
a system, you don't need methods of correcting it. That is perhaps tpo sharp a 
cor^trast, but in 'the United States* yffu are not caught in the mechanisms of the 
system. Everything in the health field is within the mechanism of the system in 
Britain, and therefore there has to be a means of stoppmg this system from 
grinding ahead regardless of what \0cd\ people ma> think. I believe this to be a . ^ 
very real problem. Because .if you do not have something like this then the 
Health Service becomes the government's service-not >ours'and mine. We aVe 
not really going to have confidence in it in the long run unless we feel that it 
can be deflected frorn what we mfy localfy.believe are wr9ng paths, so one has 
tofchave machinery'. / ^ , 

<>DR. SCHWEITZER. Do you feel tha^ this system also does deflect 
gnevances which might otherwise have gone through th? regular malpractice 
route? ^' ' ' , 0 

SIR GEORGE GODbJr. Maybe.- After all,Tt costs doctors in Britam less * 
than SIOQ a year to insure against malpractice. It costs rather |nore here. I 
don't believe that all British doctors are freapf error. I think it meaasthat the 
opportunity of oversight within the Service and of complaint against the 
Sejrvice is Ukely to remedy problems at an earlier stage. ' 

* ^ , /. * ' ^• 

DR. CHRIST A ALTENSXETTER. Just following up on a complex subject,', 
you developed •a number of linkages between the public, the individual Y 
member^ and the patient, with the system -wjfether ^t is the health system or 
whether it is the political system. You showed various mechanisms developed 
to deal vtith grievances^and complaints at diffefent levels of an ongouig process. 
I have noticed that you did not mention specifically what has been considered 
bV classical theory of representative goveijiment to be the intermediary 
betiween the pubhc on the one hand^and the governmental system on the oJther, 
that is to say, the parties and the traces uniorfS. N6w^ yo\i mentioned at one 
point that there was relatively httle interest in Kea^h as a sahpnt political^issue. 
I wonder whether you could daborate a little bit more on those two conveyor 
belts between the public and the^ system per se,ijvhftther they really don't have'' * 
any influence or no interest, whether the positions of the parties are channeled 
into the system already, at the national level. Particufarly^ I thinkXwould like 
to ask whether there has been or not been any bipartisan effect at those Iprelsi 
such as when yo\S talked about elected bodies representing thd city 
government -whether there are any differences between city governments run 
by the Conservative Party or city governments run by4Me Laboyr Party. 

SIR GEbRGEjQQDBER: I do ^ot bebeve therg/ is anjc pobtical , . . 
difference. I don't think there was in the days when elected local government 
had some direc't involvement in health care, exceptaperhaps that Labour local . 
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governments were more ready to spend money but had less to spend, and the 
Conservative Governments perhaps were less ready to spend money but had 
more to spend. It balanced out; ' ' 

• I don't believe that politics on any scale cofine into the dperatic^s of the 
former hospital authdrities or today's health authorities, although I do think 
that people sometimes %came members of these authorities with a sort of 
crusading zeal for preventing the poor patients from being ill-used by the 
Service, as it were-but they were apt to find 4hat there was no real 
justification for that sort of attitude. 

I say this because I can think of a few cases where, because of this political 
background, thete were individuals who behaved in a rather upsettmg way in 
regional health authorities. They had remarkably httle support among others 
who really knew>hat was gomg on, but it doesn't follow they weriwalways 
wrong. * ^ ^ / 

Sometimes trades unions h^ve come into thas to emphasize what they may 
feel to be inatiequate service given to a menjber, but not routinely. You see, 
thex were represented in the authorities, represented m the sense that there 
would be a trades ujiion nominee chosen to be a member of an authority. 

There is one issue where one get^ the .party difference and that is the one 
that has caused so much trouble over the last 2 years; whether thtre ^should or 
should notl)e provision fo^r paying patients in the hospitals. At the'moment, 
^Something like 2 percent of admissions to hospitals kre of paying patients-~or 
they were up to a year ago. There is no doubl^that within hospital staffs other 
than medical there was a great deal of disquiet because they believfed that some 
, ^of this small group were obtaining advantage in the timing of their treatment 
over the ordinary person. Theyfelt that this was basically wrong.' ' . 

The Labour P^y has quite clearly indicated that it is for the abolition of pay 
beds. The Conservative Party is against this. I can only Vjuote an article from 
yesterday's jJ/j5/i/^^c>/2 Post whi^ mentioned '^that Mrs. Margaret Thatcher, 
current jeader .of the Conservative Party,- had ^id at the Conservative Party 
conference to 'doctors who threatened ti> emigrate, **Stay with us and fight 
socialisip." That/seems to me .the kind* of slogan that the British Medical 
- Association w6u^be,very fll-advisfed to take up. 

, MR. MORTON A.ifiBOW: mentioned, I'think, that iHe Ombudsman 
had^handled^pme 500 cases? And some of tl|ese were mappropriate? m 

(iR GEORGE .GdDBERr I behe^^ that w£^ *the number. l^^soTry I 
haven't got the exact figu^^s. 

•r 1 / 

I MR. LEBOW:lt seems like a/urprisiogly smajl number. / 
1 SIR GEORGE-GODBEI^o be irjappropiiate? ^ 
>H iMR.' LEBO'W: No. „ 

SIR'GEORGE<X)DBEJ[i: Altogether? 
MR. LEBOW^ Altogether. • / , ' 
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SIR GEORGE GODBER: I wasn't particujarly surprised by these figufes. I 
couldn't find them to quote, and I Jiaven't got the Ombudsman's a^inual 
report. Therefpre, I may *be wrong about the numbers but I believe not*too far 
wrong. I think .that the handling ^ormost comolaints^out ^ the Service is ' 
reasonably done, and* staffs are aware that it is of no uWw sweej) these things 
under the carpet. When people express a gnevance there is a reason, even if it is 
not a good one. If one wants to run^acceptable health services then one ha§to 
try aad find whyf there was a re^on^and how to^move it. But really, perhaj)s I 
ought to offer to get a copy of Sir AJlan Marre's*report. 



MR. LEBOW: Well, if it i^the sam^ scope it^doesn't make any difference; 
but a number like that makes it very encouragng. 

5IR GEORGE GODBER: WeU, I am not discouraged about the Health 
Service except that the government doSsn't find it enough'money. 

DR. MILO D. LEAVITT; Are there any other questions for Dr.Godber or 
Mrs.Godber? • ^ \ 

DR. COHEN: If you could comment on the larticle which appeared 
in Private Practice. • \ 

SIR GEORGE '^DBER: Oh yes. This is the artiile to which Ineferred, 
about the attractiop for British doctors of incomes oatainable in medicine in 
the United States. f Well, theje are some who would bd attrac^fT. Dr. Quinn 
recently gave me a press quote from the Consultants and Specialists' 
Association who said they had polled 2,500 of their members and 300 Of them 
were actively considering emigrating. The Association's members, .as I recall, 
number perhaps three times that. This is the way they conduct thetr polk: they 
poll the lot, and have? replies from about 2,500, of which 300 irascibly wrote 
that tjiey were considering emigrating. Some of them might have b^en 65 and 
retired, others of them might just have been taken to^task for something which 
made them at the moment more than usually irascible. If 10 percent of the 300 
ever emigrate I shall be surprised, and I Jyould almost be prepared to say, you 
,are welcome to them. Jhe statistic as jK/ands does-aot mean an awful lot. But 
there are real grievances among ^ioctprs at tKe present time, I am not 
concealing that. The remuneration ofydoctoi^in Britain is lower than in 
WesterrREurope generally an4 a great -deal lowe^ than here. The higher levels of 
income have been subject to a stop in further increases quite recently, but in 
our general financial situation it, is perfectly intelligible that the hi^er-paid 
doctors, like the higher-paid civil servants, or ahyoile else at that income level, 
should for the moment forego further increases inUheir remuneration. 

Althou^ the Secretary^ of the British Medical Association is quoted as 
saying, "Yoii can understand^f people want to go where the grass is greener," I 
don't believe that it is going to attract a great number of people, I tHink people 
will come to Canada-,^ Australia and the United States, because a minority of 
British doctors would like, to feel able to earn substantially larger incomes by 
private ptactice. But I don't beKeve that this would ^raw very many of the^n. 
' There will, of course, always be an overseas attraction for some 
^ 'people who might seek and not get, for instance, academic advancement , 
in Britain. I believe that our faculties have not had enough posts in a 
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good many fields. A son of an old friend of mine went to Canada as a professor 
of hematology. Had there been^ chair in hematology he probably would not 
have left Britj^i, even for the double salary and better facilities that he got 
wdien he went to Canada. 

So, because of the present bad relationships between the British Govern- 
ment and the, doctors, we may lose a few more doctors a year than we have 
been» losing. I don't think we, will get i mass exodus. I believe we are going to 
havd rather unhappy relations between government and doctors for som6 years 
to, come. This government is ideologically committed to removing pay beds 
from hospitals; and is motivated in that by the fact that a few consultants have 
abused the, privileges and undoubtedly did try to encoura'ge public patients to 
obtain earlier treatment by going to private sources, of which these were one. It 
• caused ' tremendous indignation where identified. It caused the greatest 
indignation among nurses and other hospital workers, includingjunior doctors. 
The vast majority of physicians have just worked hard and conscientiously and 
exploited no one. 

' So I would not put up panic signals on that article or on those sources of 
information; but the position»is not a happy one at the m'oment. 

DR, JERRY SOLON: There seems to be a standard ten'dency when you* 
develop these councils^ coff umer ty^ groups, for a polarity to develop in the 
whole atmosphere. A posture is assumed that is divisive. What are commonly 
heard are grievances and ^complaints. That seems to be their function and 
activity. I wonder whether you have seen signs of a more colleagueship type of 
- approach in the climate, or the potential for it? This is related to what was 
e remarked her^ about, the planning function as against the reactive function, 
usually negafvely reactive. I daresay, too, that there are instances where 
physicians and other health staff have grievances against patients. Is this the 
kifld of a body that can assume the role (whi(Jh is more resolving of difficulties 
and looking ahead and improvement-oriented) reg^dless of whethef\there are 
cohiplaints or not? 

\ . - • ' * 

^ SIR GEORGE GODBER; I doubt whether it will deal very effectively with 
le individual complaint. It will help the complainant who doesn't know what 
to do. It will put him onto the right paths. If the professions aj^management 
use these bodies sensibly I believe they wijt produce better rela^Khips locafly. 
If their attitude is always one of wijirflolding information and^eeping'them 
^ff the grass" if tHey possibly can, (f^ they will only embitter relations. It is a 
^question of whether both sides are going to behave in an adult^hion. But the 
kmdof polarity that you are describing is possible. It is tob early to Jfcy 
wheUtiRf this is occurring. It may occur in odd places; in fact, lhave seen signs 
of it iryodd places. But we must wait 2 jDr 3 years to see whether those 
problemi^ work themselves out^ My belief is that if these things are not made to 
work, then we enter a phase of unrepresentative' management of heaKh 
services, which could lead to b^d feeling. On this, I can only s^y wait-and-see. 

DR, LEAVITTi.Sir George and Lad^Ciodber are off to Philadelphia this 
afternoon, where he is to become a visiting professor at the jUniversity of 
Pennsylvania for the next 3 days, 
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• COMMUNITY MEDICINE AND^HE ^ i ^ 
PLANNING PROCESS 

DR.,MILO°D. LEAVITT: This afternoon Sir Geqrge is'going tOj Siscuss 
community medicine and planning with us. Wfe look forward lo your 
comments, Sir George. { 

\ ' ^' 

SIR GEORGE" GODBER: Thank you. Co^nmunity medicine as I am 
interpreting it for the purpose of this*aft«moon is simply a medioal specialty 
concerned with the problems of the community rather than of the individual. 
This term /tends to get jised in a variety of ways, desdiibing anything from 
ordinary general practice to the sort of specialty about which. I am talking. But 
c jt seemed to me that.I should spend most of my time talking about planning 
within the Health Service, and then try to show how community medicine, as 
we aji developing it.in Britain, fitsinto this. ' * 

VWien thinking ^bout planning for health, one has to start with the proviso 
. tiyt this involves two different things. Qne can either plan interventions about 
particular aspects of health or one can plan , a . compreliensive health 
* service-and the two exercises are different. Wien planning for a comprehen- 
sive health service, one has to think veny seriously not only about ^hat the 
individual component costs, but also whether the cost can_be rnet froni within 
the resources available for a comprehensive health service. 

That is the^osition in which we have, been in;>Britain since 1948. Before 
that^t was possible to have, for instance, a CancejoAct which made it possible 
for local authorities to draw up-schemes for the treatment of cancer. But today , 
this could not be done^ separately from schemes for the Iprpvision ot 
comprehensive health service. The trouble with the comprehensive health 
^ service is thfet^ything beyond the research and .demonstl^tion stag^ that can 
. ' be done effectively for anyone within it has also to b^ \nade available for 
anyone else wirti the same n^eds. Therefore, the capacity fo meet any 
particular need is at once circumscribed. ' . \ . 

" The fust point I wolild make is that we do not start with a blank sheet. This 
same point was made by Basil HetzelL of ^Australia in a lectur^ the 
f Internatioi^ Epidemiological Society in Baltimore last year.' We start with by 
far the greater part of all of ow; resiurces committed in a way to which the 
^, professions and the public are ahewy .attuned.'It is nQt possible to look at 
what one is doing and say, **We will omit that; and we^wiU omit that, and we 
vdll d#it this way in. the future," t)ecause the instruments' with which you do it 
are so. very numer6us**anil so very, -willful, if they are in the health professions. 
One's object has to be achieved not by stealth bait by a gradual process. 

The occasions upon which orie can launch out on something quite different' 
from what has been done before are exce^ptional. For instance, even the arrival 
of a drug such as L-Dopa for Parkinsonism fitted well into the overall drug 
therapy picture-even though it added an extra £10 million to the National 
Health Service bill the first year it was felly available. The money had to be 
, found somehow, but the method of using the drug fitted into of^er forms of 
/ thfftimy, and one could not really regard this as planned introduction. It was 
introduction^ because trt^rug was availSble, but the plan that had to be made 
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' {>rovide the extra «oney-which in f^ct was done-or else one would 
^ have tq,stopxJoing some other thing in order to obtaiathe L-Dopa money. . , 
^ Once iservic2S5 established it is not very easily withdrawn, fqr a number of/ 
reasons, tfi^e first oil which, of course, is pubiie conviction that it is valuable to 
have it. It is not possible to move in the teeth* of public belief that somethina--^ — 
that one has been doing 'for years, ^maybe, js of value to them. ^ , 

One is always' affected by past political advocacy. For example, during/ 
World War II we provided vitamin concentrates for small children in Britain, 
free, as an essential contribution tp their nutrition, in a rationing situation 
which involved a lack of citn| fruits and a lack of fish» Onde the politicians are ^ / 
really into advg^ting this type'of thin^^ fc^ng a great public good, don't ever 
believe that one can get the Minister to- announce ^suddenly that "It may have- 
^been good yesterday but it is not today/*' 

In Bribin we went on providing orange juice, as a vitamin C supplement to 
children, Xor at least 15 yeare longer than any nutritional reason would have 
justified it. when we did slowly , pull it out Yrom our schemes, the government 
of the day had to en4ure a battering from the other side such as you wduld ' 
hardly believe. Scienrce does not rule the battles of politics; rather the expediency 
^the moment bears^on a thing like'thjt. They have a ^oint, of course, that 
public belief may be/at stake. ' , N \ j * 

Then again, the arguments may be mar^nalJWhen we, simult^ebusly. with . 
the United States, stopped doing smallpox vaccination as a routine for infant's, 
we Had considerable trouble vyith those who* did not believe we were Justified, 
-including some members of the profession. They would- write letters to ipe 
■ saying that we were monstrously -ill-advised in exposing children tq risk ^f > 
future death from smallpox.. It soon died*awayVbm protest is a factor when 
cltange^is contemplate^. ■ - . ^ » 

}Wlen cholera came into Europe, there happened to be a rjew government in 
> ftitafflTa^d^the Minister of the day naturally asked, "What can we do (o keep 
^ this out?"^The answer, jDf course, was tliat^/uss was unnecessary. Water supplies 
were secufF,''^ai^ there \^s n6t going tb be an epidemiie spread of cholera. 
- -^^^^ ThiijJdngone can stand at the gate of the airport and keep chojera out may be a 
'political iUusion^t is certainly npt \ medical one. Nonetheless, it wa'srequired 
. ^ ' that people doming into the country had to h^ve been Vaccinated against ^ a 
^ jcholeja. Whet]^ that increased or reduced or mad^ no difference to the risk oC 
' -^V^P^^^^^^ ORKorera, I wouldn't like to say. It certainly cosj^ lot and caus^' 
^^^j of p^pi^tQ have injections and it may have helped j^blic cdJifidence. 
Once ha\^ done it (Snd it was doile in such fashion that\the government ^ 
could be seen to be' doing something to keep this terrible danger. at bSy) it took^ \ 
^ about 4 years to get it undone. Thatisthe sort of problem one runJ^into since 
^politicians understandably do not'w^t to be seen .to be shiftjitg their ground_ 
^ ' ' once^a yeai^ Wou^d they be credible on more important matters if they did? 
• Then, of course, there is the kind.of opposition one can get from commerce. 
It is necessary only to think about the cunning way in which cigarette interests 
have circumvented everyone over the abolition of the most dangerous 
regularly-used practice bx a high proportion of the population every day. And 
* then there are the fanatfcs. In the United- States, about 30 percent pf th6 
population >as fluoridated water supplies. In Britain fewer than. 10 percent 
^ have it, and this discrepancy is due simply tb the fanatical advocacy, of pure, 
(supposedly pure) water by a small groiip believing every bit of ill-fouirded! 

• ■ 
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scientific comment on the risks of fluoride, but none of the carefully 
documented evidence that fluoridation is n^_djingerous. ♦ k 

Additionally, there is the public desire to indulge in alcohol, which is 
another needless drug-to me, anyway-o'r for that matter, in eating too'much, 
as I do myself, therefore reducin^my level of health. There is also professional 
cons^atoj. Hospital procedures, for instance,' tend to go on fro;n habit 
rathe^^ii from careful clo*^ scrutiny of'beftpfits. You may remember that 
the dis(!:9^ that it was unnecessary for women to stay ^ fortnight in hospital 
, .after hamg babies was made in the United -States, during World War II when 
theifi^thrate had reached the level at which the beds for such a long pc^riod of 
stay cbuld not be provided. Most of you 'may perhaps not remembej, but it was 
the conttnon practice in both our countries fpr women to stay tG^o 14 ds^s 
after aonfinement. The finding that it was not only expedient, but actually 
valuabjl^ for them to stay ^ very much shorter time, as they do now,'was made 
^ # q^lftlyO'^ the United States but it was most difficult to get across in Britain, In 
the iate\950*s, we had an expert committee inquiring into British maternity 
sctvices. The committee's published report solemnly said that we should adhere 

• to our lO-day stay after delivery, with the coiftmittee not .even noticing that 

• the average was already doWn to'8 days^before they had published their report. 

/The , len^h of stay of patients after surgery can become extremely^ 
important"^ planning, because one can' have a group of surgeons firmly 
anriduncing that patients after a hemiorraphy ought to stay no fewer than nine, 
days. Not 8 or 10, but 5-and yet^ their colleagues in the same hospital are 
sending their patients home after 5 daiys with no worpe results. It takes literally 
^ ^ years to bring surgeon A to see that h^has, without noticing it, accommodated 
^""^ himself to the practice of surgeon B and is only keeping hj^patients 5 days, and 

it hasn*t*in fact don/t tjiem any*harny: But he hasfnot lostiace In the process if 
it has taken him sA)t 6 years to reap that point. All that has happened is that 
0 , ' a'trepiendous amoW of hospital and patient,iime has beenjost. 

then there^is the professional insistence on freedom to prescribe, and ther6 
" are still Bsued within the National Health Servic £ ^ manv preferiptions a 
• ,year foi*chloramp^henicol for^ldren fo^ conditions t^^li||Hyy doc*t need 
chloramphenicol, prescriptions that certainly da-«epose the cMdren to a risk , 
of aplastic anemia. ' - ^ ' 

Fyrther, in our Health Servi^ we have had the vehfj^nent .opposition of*the 
dentists "to tjie second-class deptal servicejthat; mi^t^be provided by' the 
/ employni^nt. of auxiliaries^ven though, in fact, they would be treating 

\ . ^ patients )vho would 'not be treated at all if it wer^. not for the auxiliaries. 
1^ Although there is the example of the dental-nurse scheme in New Zea'land 
^ * providing thoroughly satisfactory service to school children, the dentists will 
stick to theiil line' just as firnniy^ the 4octors to theirs. 

SincjMve. are discussiife othef professiqp; how ^ho^Arthe nurses?;In Britain, 
we have beefl 25 years Igmynfg'to introduce a standard nyrses^niform.^Do. 
yo6 think that is possible? You try,, Then the demarcation disputes between 
^the' specialties in^ medicine. The general surgeons who ^e quite certain that" 

* ^ they can do ^urology as )yell as Jhe next man, and who witl^uai cerj;ainty will 
7 go to urolopsts to have their own^prosfates removed in due time. And the 

* • general ^geons who are fond of children and so keep the pediatric surgery in 

.their own hands, which will ensure that more children die, but nonetheless 
they detnonstrate their care for children, according to their own lights. 
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^ Similarly, we still have a few senior psychiatrists in charge of large mental 
hospitals^ who proceed at the doddering pace appropriate to 20 years ago, 
before people had realized how very much better one could do for the 
psychiatric patient. Prompt treatment in the early stage of mental illness, 
without detaching the patient from the \yorld in which he normally live? if you 
can possibly help it, and appropriate use of the newer 4rugs can greatly shorten 
stay. ^ » " 

Then there is the trouble that arises from fierce local loyalties about, for 
instance, small general >iospitals.' Someone whose grandmother collected the 
money to build-tlje cottage hospital in the small town will defend it at all costs, 
because he or "she was old granny's favorite. But if he or she has a major 
condition that takes him into, the hospital, the small local hospital is not the 
first choice and should not be. This sort of person always is supported by some 
local members of the profession who may^^have other vested interests in a 
hospital the,y staff.. 

There is, of course, the opposite situation, the extravagant development that ' 
someone wants to start in a particular hospital because they have^ heard, say, 
.that radioactive co.balt units are good fbr treating cancer-so there should be 
one in the local small general hospital. Their favorite aunt died of cancer last 
year, and if only this cobalt unit had been a\(^ailable in the local hospital, that 
need not have happened. At least that is the way the argument goes. This sort 
of person may well be ready to put up £50,000, or whatever it may cost, as if 
these things weren't Confoundedly dangeroys if not kept in the hands of people 
well able to use them. 

A much commoner and more 'easily understood example is the small 
hospital in one of the Welsh mining valleys wfth an accident and emergency 
department (and heaven preserve me frpm going in there wfih a broken femur 
or whatever it may be. 1 don't want to have one of those anywhere, but if it 
;does happen, certainly not in that place). But it is just down the road and, it 
will^ be said, the ambulance should not go past it to the hospital where one 
might be competently treated, 10 or 15 miles away. 

Then, there is in general practice, the single-handed doctor in a village who 
is readily available to anybody-unless he happens to leave the practice^n the 
hands of a deputy living in the village 10 miles aw^y over a weekend. But in any 
ca^e he is the local doctorr^na^so^patients are trying to keep him ther^^ 
single-handed rather then Mving him move into a health center with a group^f 
oth'er doctors 3 miles awky, where service could be obtamed at any 'time. 
(There are so many cars in British villages nowadays that transport cannot be 
too great a problem.) 

Then, ther^' are the repercussions of some of the services on others-for 
ii^ance; thp management of the mentally handicapped. Too many children, 
-and adults have been kept segregated in hospitals for the management of 
mental handicap, missing the sort of educational advantages they could have 
had >if training centers" had been established outside the hospital, with hostels 
being used in the absence of suitable homef 

Then, in geriatrics, proper planning certainly involves far greater use of good 
hosteUccommodation, because since continuous medical and nursing oversight , 
are. not provided, management ought to be less expensive. Planning should also 
encompass providing, domestic help in, the home, or delivery of main meal^to ■ 



the home to help maintain nutrition in the elderly, which is, after all, one of 
the great problems. There is also, in geriatncs, unreadiness to accept the 
advantages, either to psycliiatrists or to genatricians (let alone to the patients 
who benefit most) of the new specialty developing m Britain, ps>chogeriatrics> 

Thus there are all sorts of obstacles in existing services, especially once one 
has an established general service, that mean that the changes devised rarely 
sweep across the country. They nearly always involve the molding of existing 
practice and slow development, possibly with capital investment. But for all 
that, ther6 have to be long-term strategic objectives, and these are not obtained 
first by sitting in an office, cerebrating m London. There has to be a. systematic 
infusion of ideas from outside the professions and from the general pubhc. 

Once one has developed long'tei;(n strategic objectives with assistance, from 
outside, then a central department is needed to disseminate them andimpr^s 
them as advantageous on the Health Service regions or distncts. One good 
example is. the development of the hospital group m Britain. When we started 
in 1948,' general hospitals w^ere. grouped together, the psychiatric hospitals 
fiercely defended their independence and were grouped Separately. This must 
have had a considerable Inhibitor 'effect on the development of psychiatry in 
the first 5 or 6 .years. Since then that has changed under guidance from 'the 
center, and psycmatric hospitals are usually grouped with the general hospitals 
and the development of acute psychiatric units in general hospitals, and the 
gradual running down of the old large mental hospitals has become possible. 
But\his .followed local development, especially in one region. 

Then there is development of the specialties. I mentioned earlier thatbefqre 
. the service began we had a group which produced guidance on the way in 
which specialties in the hospital service' might be developed. This guidance was 
published even before the Health Service came into effect at the beginning of 
1948. This was seized upon' so enthusiastically by the hospital authorities- that 
they began to run through their allotted money at much too fast a rate. 
Therefore the- whole country was reviewed by teams recruited in 1950, mainly . 
of senior consultants or recently retired consultants' who gave their views 
^ about what should be the specialty staffing in different regions. The outcome 
of this was comic, because the different recommendations had such bizarre 
, differences between themselves that it was quite impossible to^ make Jhem 
public with confidence thenar since. So |he teams were quietly stood down, 
and instead a central committee was set \xp to review the different regions, and ' 
the recruitment of specialist staff, ana to keep a chec^ particularly on 
advanced training posts in the specialties. That committee ran for 20 years 
until it was replaced by a remodeled cojirimittee abou,t 5 years ago. Although in 
that period it must havejnade at least 2,000 decisions, I don't recall that it ever 
had a vote taken^ Despite its being comprised partly of representatives of the 
profession, and partly of representatives of the department, it managed to be 
unanimous in its conclusion on every occasion. 

You may recall that around 1952 there was ah epidemic of poliomyelitis in 
Denpark, with a large incidence of respiratory paralysis. One of the first cliriical 
' planning conferences ^that I recall being summoned was concerned with the 
provision of artificial respiration in'xases of respiratory paralysis. It brought 
^ together representatives from each region of the group of people cbncerried, 
and produced recommendations about what should.be done to make available 
positive pressure respirators throughout Britain. They were provided, and it 
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^ remains one of the few ejtamples of deciding on a particular course of action- 
and putting it into^effect generally over the whole country . But this is, after all, 
a trifle in the mici^le of the large mass of clinical prac^tic^. ^ 

We were responsible from the center for promulgating the plan to produce 
group general practice but it was in acc^rcjance with mofessional advice. We 
wire able to get some assistance, as I descnbed on an ea/lier occasion, from^e 
additn^nal monies made available for general practitioners m 1952 and 19S3. ' 
We were able to launch the Health Service on a plan of promotmg grouping in 
general practice that was to come to full effect aftej 1960 as confidence grew. 
This IS the sort of time relationship with which one deals. It cannot just-be 
announced that group general practice is the right wa> to have general practice, 
with the expectation that everyone will move into groups m the course of the 
next^year. One has to obtain conviction within the profession, and one has to*, 
provide the facility that is going to be used. 

As an example of how badly pOhcy can be determined centrally, I recall 
that we had a committee to advise on the probable requirement of medical 
prachtioners in the Service, a committee under a former Minister.of Health, Si( 
Henry WiUink. The committee ma^e the most disastrous miscalculations to the 
effect that whereas we Tiad had, at our maximum, something hke 2,200 Bnti^h 
, medical students going into the scho'ols each Veac, this should be reduced to 
just over 1,700. It was but 3 or 4 years lat^ that the error was surreptitiousfy 
' remedi^-without there being an officiary announced policy uriHniie Todd ^ 
Royal C^mynission on Medical Education made a different recommendation 10 
years later-one on \^ich we have been working ever since with planned 
development of the medical schools. The Royal Commission recommended 
that we should reach a 3,600 intake by 1975 (vfh just did), and^o 4,t00 by 
1980. The ipethod of forecastinj^ was a little- odd. A graph was drawn of the 
increase in the number of doctors, if was linked with an anticipated increase in 
population, the st-raight line was extended and this safid we wdllH^^refore need 
so many doctors in 10 years' time and so many more in 20 years'.Time. That is 
not a very scientific method of planning, but it is the sort of thing that is apt to 
be done. * ^ * \ 

The change in psychiatric practice mentioned earlier was^ endorsed by a * 
Royal Commission which conside^e'd the whol^ field of mental health in the^ 

• late 1950's. Their recommejidations ^^yre enshrined in a Mental Health Act in- 
1959-remarkably ^uicTciyjjnJact, only 1 year .after the Commission, finished * 
its deliberations. 1 canj^mimagme that the new commission on the Health 
Service, now to be set up, will be similaf ly fortunate. 

Perhaps^ne of the best exercises if[ long-term planning was the Powell Plan 
for liospitll Developrnent, also mentioned on an earlier occasion, which was 
published in 1962 and was compounded Sf the plans made by each region 
within certain general guidelines pro^kfed by the department. This^provides for 
- concentration and refilacement ofbuildings withi^i an existing hospital service, 
» and for a reductipn in the bed provision in the process, l^ecause>Vis believed ^ 
that the single district general hospitafwill be more efficient and will manage 
on a smaller allocation of beds. , • , < • * 

At about the same time, it was decided to give priority to postgraduate 
medical education, because ayoluntarW)ody, the Nuffield Provincial Hospitals' 
Trust; called a conference of leading figures in the profession, including the ^ 

• Perrnanent Secretary of the deparrtment and irlyself (then, as. Chief Medical " 
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Officer) and came up with recommendations for the development of 
postgraduate medical education. The recommendations in' broad principle are 
still being followed through This is an example of something being introduced, 
proving immediately acceptable to the whole profession, and being promoted 
b> the provision of additional funds. But the important thing was that it was 
acceptable to the profession. It would not have been implemented otherwise, 
because probably one-third of the money required ('for providing the new 
centers was subscnbed by the profession itself, one-third collected from 
charitable- sgurces locally, and ^jnly one-third provided by the health 
department. Bu< the pl^n was af central plan, and it was promoted further by 
the follow-up action by Uie department, and the full cost of maintenance was 
taken on by the National Health Service 2 ySars later. 

In the hospital plan had been included the idea that there should be an 
acute psychiatnc unit in each district general hospital, and also a geriatnc 
department. That sort of general principle was then imported into all the local 
planning by hospital region. After the hospijal plan came the^plan i6 develop 
community care, and that provided guidelines for a different- lot of local 
authorities, those responsible for welfare and personal preventive services in the 
community. This has be6n very largely the guiding pattern for the whole of the 
country ever since. It provided certain basic minima suggested as^the target 
for each, authority. But^ there, one was seeing only the best current practice 
given expression in a plan which the local authorities were urged to follow. 
Shortly after this, we beg^n to get more direct intervention to promote greater 
concentration on some of the services that admittedly were lagging behind. For 
instance, in 1964, Mr. Robinson urged priority for geriatrics. Geriatric 
medicine is not, I think, a specfalty met with widely in the United States, but it 
is*the common form in Britain. The cafe of old pe^pje in Br)tain's hospitals is 
in the hands of physicians who specialize in it. It is not that it is technically 
particularly abstruse, it is, perhaps, int^al medicine played slowly with a 
strong social bias. It does not enter nearly sb^ deeply into much of the technical 
medical work that the ordinary internist does, although in fact one-half of the 
admissions to ordinary wards under the control of internists today are people 
aged over 65, but they usually have acute episodes for which they need Qnly 
short stay. > „ ' * 

• Another service, the provision of treatment for trauma, called for concentra- 
tion on selected hospitals. It was not for everyone to attempt in units not 
having a constantly-available staff skilled in that sort of work. By and large, the 
acpident services have been thus concentrated (although we have run intd the 
sort of .thing mentioned earlier in my example of the unit in the Welsh mining 
valley, where we even had threat of a local mining strike to avert the closure of 
a unit which could not be Icept open in an efficient form). 

I have already mentioned the special priority for ftiental illness, but Mr. 
Grossman came along after Mr. Robinson to emphasize the, inadequacy of 
services for the mentally handicapped, and to arrange for a disproportionate 
use of the f\inds available for development in order to improve those services. 

End-stage renal failure-you have your own special scheme in the'UhUed 
"States, we have a smaller onej in Britain. I believe we have no more than about 
2,000 patient/ on dialysis, but we have had facilities of that order for the last 
10 ye^rs, the reason being that government deliberately decided to put money 
into a service, planned on lines recommended after a centi^l professional 
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conference, apd had set up a small committee to advise the department on how 
regional units \Vere to be developed. A similar process* was gone thrx)ugh in 
order to control the development of coronary care units, equipped with 
exceedingly expensive equipment, ^hich might otherwise have been scattered 
' over ^11 the hospitals with quite inadequate results for the patients. 
^ In the middle-1966's, health centers began to appear rather than merely 
group practice centers. Health centers provided by the Nation^ Health Service 
not only because they had been, recommended frojrn the center, but also 
because negatiations about remuneration had made the health center a. viable 
thing for the general practitioner. His remuneration was m a different form, 
and he could afford to pay the rent th^at health service center^ would 
necessitate. 

I have mentioned the unplanned effect of the arrival of L-Dopa on the drug 
bill, because suddenly we had something useful in Parkinsonism, where we had 
not before. There have also been periodic attempts to control tfie drug bill, 
which IS something easify visualized by politicians, and they can always see that 
it must. somehow be wasteful for 10 percent of the Health Service expenditure 
to be devote^ to'providing drugs. Well, I think our drug bill is lowerJ^ianf the 
drug bills of most other countnes that try to make a general provisio^ , or even 
a limited provision, of drugs-especially expensive and .necessary drugs. 
Howe^ver, attempts to control the drug bill end, if they get jnywhere at all, m 
attempts to improve the e,d/ic^tion of doctors about pharmacology, because 
there ^really \i some waste. Of course, that has to be done, as far as possible, 
4ndirectly through the ordinary educational machine. 

One can introduce something entirely new m the preventive sphere-foi 
instance, whooping cough vaccine was introduced under the National Health 
Service, and later poliomyelitis vaccine. The switch from S^k to Sabin vaccine, 
measles vaccine, rubella vaccine, the general use of tetanus vaccine-all were 
introduced under the National Health Service. And the negative procedure of 
not planning to have general use of^influenza vaccine, has also been accom- 
pbshed, simply by getting expert advice and promulgating a departmental view 
and not paying general practitioners extrajor doing it. * 

Ih the early days there'was pretty tight planning control ovfer new buildings. 
That^has been substantially relaxed because the early work of the depai^tqent's 
own planning unit had 'a considerable, educational effect on the hospital 
regions, but the introduction of what was called the "best buy" liospital-a 
compact, inexpensive hospital designed to be run in close relationship with 
comm^mity care using the smallest practicable, number of beds and shortened 
stay- was a central exercise which has been eagerly taken up by hospital 
regions wherever they could get one. ' ' ' • ^ 

Then, we have aime3fat improving local professional organization. S6meX)f 
. you may be familiar with the Cogwheel reports which suggested the way in 
which doctors might organize their own.* work in hospitals. These' were 
produced by a woricjn^ party which sat on-and-o'ff,over a period of about 6 
• years, with the older people droppirig off at 4he top and some younger people 
being introduced at the bottomr^th considerably advantage in the third 
report: That happened to hit off a favorable reaction among thq profession, 
and they, recognizing means of assisting tHeir own work, have pretty generally 
adopted ^ difTerAt pattern of professic^nal organization in the hospitals from 
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. anything that had existed before. It may have been^ampered b> reorganiza; 
tion, but it IS still there. ' 



A siiTufar committee, the Sammon Committee, rather differently made up, 
considered nursing Mructure. It was also responsible for suggesting a changfe in 
the administrative structure of nursing. This was first demonstrated in a * 
number of ^*ioneer projects in particular areas/and then generally applied v^hen 
found to be effective. It was not immediately promulgated and enforced. 
Earlier still we*had a central system for training* hospital administrators, dovised 
largely with the help of another voluntary body, the King Edward's Hospital 
Fund in London, which .provided a'central college, but then er\ioined on the 
hospital authorities peripherally. TKr* result was an intake of younger,' 
better-tramed men into hospital administration, with benefits that are 
beginning tQ be seen more clearly as some of these people come up to leading 
positions irT Britain's hospital administration. 

I was interested in finding that one of the earliest products of this scheme is 
now,, unhappily for us* enlivening, the scene hei^ in the United States. She is 
Jflosemary Stevens, who t^ me that she was one of oui" first entrants into the. 
training scheme, and whose loss to Britain I much regret. * ^ 

We then had anothe'r central' cpm;nittee, the Zuckermah .CorAiiittee, 
consider sci^nhfic organization in the hospitals. The ideas contained In th^ir 
report were not wholly welcome to soifie^ of the pathologists, who did not 
relish the sort of change which gave n(^n-m^dically qualified scientists equal 
status with doctors within the hospital hierarchy. But acceptable arrangements 
are being introduced. . ' * ► * 

Changed in general practice orgaipzation suggested by a working party 
sitting-in 1973 were a^fcceptable only because the grauhd had first been tilled by 
another worj^ing party, under a different chairman, 9 yea r^ earlier. (One 
seldom gets away with ^radical changes the first time around within a'^rvice 
like the Health Servjce in- Britain.) Then, before we tried 'to develop the 
commumty physician,, a committee of* largely younger people from the 
academic field, and from the public health and hospital administration field, 
produced- a report^on the need for medical administration and for the 
community physician, and the kind of wcJrk he ought'to undertake. On the 
recommendations of that committee, ujgent steps were taken to improve 
training and retraining resources, both, for the people already in public health" 
posts and medical^ hQ3pital administration who were going to have a wider 
sphere of activity* in the reorganized health service, and ^so to set up new 
cfourses of trlB|g for younger people coming into thfe field. ^ 

Also, there Ka^been guidance on research, largely by the Medical Research 
Cbuncil, but in which the health depa(tments hav6 also played a part, and a 
review of the facilities for' government-sponsored researdh in the United 
Kingdom, which* was carried out by LordHothschild 4$'ears ago. 

Regional plsfrining, which is the level at which the- centrally-envisioned 
genelral principles have to be applied, has alsa contribujed a good many of the 
original developments in som$. of these wider subjects. The value of acute 
'T^eychiatnc units in general hos^ntals was first demonstrated in the Manchester 
region, and the ici?a was taken'up centrally aftpr^that. the development of 
renal transplantation in Newcastle, Cambridge and 41ammersmith, surgical 
cardiac bypass work in Birmingham, Leeds', Hammersmith, and Guy*s, and the 




Wessex-all were pioneer 'efforts ^hich were generalized only because, the 
center was in close touch with the regions and picked up hints froni ther?. 

Buildmg developments in other regions followed the ver> active pioneer 
work of regions like Oxford and Newcastle, and manpower and the training of 
younger 'doctors were developed best in the Wessex region. Guidance for 
research was developed .in 'Newcastle, and the better control of drugs lit the 
Liverpool hospital region , The first repoN produced on hospital libraries- 
which h3s*been generally followed in the postgraduate medical centers-was 
produced by the Sheffield, region. 

Thu^ all the regions get their chance to influence the sort of policy that is 
going to be promulgated from the center. Further developments within the 
region are mediated partly by the existence'of expert staff employed by the 
regional health authority and partly by the professional advisory machinery 
which e^ch ,of these^hospHals has to have. In particular, they have to have a 
regional medical manpower committee which plans for the distribution of new 
posts within the hospital service, and a regional postgraduate committee which 
plans with the university the development of educational program^s in*lhe , 
district postgraduate centefs-particularly specialty training programs which 
may be run^ at only one or two major centers in a region for soifie of the 
specialties, in, for instance, pathology\ ^ • . ' ^ ^ 

Consultation* with the peri^hjery by the department has in the past been 
with the authorities, and consultation with the p\iblic has tended to be more 
by the regional boards in connection with any change of plan. But it was' 
appreciated earl)/ that to proceed with radical alterations in the hospital servj^e 
without having had public consultation to explain what you wanted to do was 
simply inviting opposition That kind of consuhation is a prejeqiiisitJ before 
the Minister will agree to the change of use of any hospital, and the Minister 
has the final word on whether the u^ of a hospital shall f hange. There is one 
children's hospital in London which to any discerning observer has been 
redundant for at leas\ 20 years, and there were, I recall, seven separate debates 
in Parliament (either in the Ho^use of Commons or the Hous€ of Lords) because 
of the antagonism of local interests to its change of use. It seeined they would ' 
rather let it die on its feet." At. the least this shows pppular involvement with 
the Health Service and is infinitely preferable to public apathy and subnTiission. 

There also"^ has to be consultation with the university and i^ith medical 
schooFs. Consuhation at the center takes, place, wi^h the university grants 
committee and with the commftt^e of vice chancellors and principals 
representing the Whole of the university field. 'But locally there has to be close 
^consultation between the regional board and the university at the f^egional 
center. ' * * 

The legions produce an overall plarv under certain budget subheads, within 
which they have certain powers, only swapping the money around from one 
budget subhead to another But they have never been allowed to move money 
from their revenue pro^aifi to their capital program.or the other w^ay around. 
That^emsto offend the souls of the financiers ajpr^t more than anything else. 

Th^ attemptS'that regional authoritits haye made to get adequate regional 
shares have not been very successful, mainly because they ^ould involve changes 
which* the centrak authority would have to undertake^and if they were then |o 
be substantial and not simply undertaken from the incremental increase of thee 
bud^jt each year, the funds would have to be taken from somebody else. 



I don't be^eve an>bod> ever succeeds m getting butter out of the dog's mOuth. 
The one exception to that, of course, is that if you happen to have a national 

' Minister like the Secretary of State for Wales or the Secretary of State for 
Scotland, he argues at a different level and with rather more success. But 
within regions, a great, deal can be done b> carrying the experience of the best 
practice within the region to others, and some regions have done particularly 
well by having a sort of traveling seminar approach. A team is sent, say, from 
Newcastle cenjer tolook at the psychiatric resource^^in Carlisle, and the> come 
up' with a series of suggestipns about improvements that could be ma9e there 
and about change in practice. When they move on to the next place they are 
going to comment upon, they drop perhaps one of the psychiatrists in the learn 
and pick up one of the more enlightened people from Carlisle, and so nobody 
feels that it is qnly his-center that is being looked at. 

Often within a region there will be not only failure to advance on the most 
desirable lines, ^ but failure to reduce something ^to , which the region is 

\ committed. A bad old sanatorium which Wsls converted into a rehabilitation 
unit -when it should have been allowed to fall down 6r certainfy should have* 
beep close5-is*ia good example of that. No local authority ever wartts to let 
anything go. They always would prefer to look for some oth^ means of using 
it. It would have been far better in the case cited, insteid of spending 
something of the order^of £80,000 a year to run^e place, io spend £20,000 of 
capital in putting up a light building at the main hospital as a non-residenti'al 
rehabilitation (init, and the patients vvould have benehtted a great deal more. 
This i^ an example, of misdirected local interest interfering with planning 
developments 

When one comes right down to Ibcal pfenning, the district, as I have said all 
through thesp talks, is tha unit with which to. build up'the'health service. The 
larger areas, which include several districts, have to plan* their work * 
district-by-district and fit tl^ districts together for some of the services. The 
areas have to make sure that their* planning is related to the education and social 
welfare and housing services of the othef authorities that serve the same area, 
thje elected authorities, a^id the districts themselves^ have to relate to local 
authority districts for environmental hygiene. The personal preventive services, 
the SchoolH^th S^ce^ for instance,.if planned at a^ area level, must fit in 
with, the district hospital and»community services. The area also has financial 
control v(ithin the o,versight of the regional health aufliority-the financial 
control and preparation of' the budget for each of its districts. It also has the 
family practitioners' committee, which looks after general medical and dental 
practice and the pharmaceutical services, but it does not do much planning, 
except to link. with the other services for the provision, for instance, of health 
.centers. It should really be an area responsibility to plan for .occupational 
health facilities fot the staff of the area. t • 

Economy in health services really* depends on the way the district unit 
manages the effective use of resources^and the district unit has a district 
management team consisting of a senior non-professional administrative 
officer-or rather he is^a ^professional administrator, and does not belong to one 
of the health professions— a finance offirer, a district nursing officer, and the 
community phy^ian, also one general practitioner and one hospital speciahst. 
The plan that the district draws up for future activities starts with the present 
services and *their economical cohtitiuance. It is not able to jibolish services 
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without area concurrence. Room for maneuver iSj|herefore quite small. It may 
set up, or the area may set up tor the districi, a health-care planning team to 
lookk at particular client needs, such as nee is for the elderly ,^ and for that 
purpose may bring ih people from the social w jlfare authority, because most of 
tl\e needs of the elderly are not looked after in hospital. 

The distriW unit can adjust some of its uie of funds between the hospital , 
and the community, but il^^not use revenu? funds for building purposes. It 
has to inform the community health council f(»r the district and consult with it 
about future plans. Within the hospital, the^ divisions (which I mentioned ^s 
having been set up in accordance with the reclommendations of the Cogwheel 
working party) ap^> themselves to the most economical ^use of the resources 
available to them. I cite as a simple example group of hospitals doing all the 
surgical work for their district, or one main hospital\}vhich had, say, 
half-a-dozen operating theaters with a much la ger number'of surgeons needing 
to use the theaters, it may .well be that one si rgeon has for years enjoyed the 
use of those theaters on three half-days a week, and he puts in perhaps 2 hours 
on each of those three half-days. If only he co ild be persuadQjj to concentrate 
on two real half-days of 3 hours, this wouli free the theaters for use by 
somebody else on the remaining half-day. That Is an elementary exaniple of the 
sort of adjustment that ought to be made. ' 

It is necessary to remember that in the British system the consultant staff is . 
much^smaller than the staff with admitting privileges. This should be easier to 
manage, but in fact the staff, often jealously hoQds on- to every bit of territory 
that any particular membef.of it happens to have. So this method of planning 
the use of resources, which must be famOiar enough to you, has been a 
relatively recent introduction for us. 

The Cogwheel divisions would, between t}>en , appoint one member each to 
a medical executive corym^ee for the hospital group, which would be * 
consulted by the district man^ement team on anything concerning hospital 
services within the group, and it would alsq piovide members for a district 
medical committee. It must include links with nursing in the hospital 
obviously, because it is no use "the internists Dr the cardiologists planning 
together^ for an intensive unit for coronary care if the nursing servicfiannot be 
made available to it by the chief nurse. | ^ 

Th^ job of the area hearltH authority, once ^ach district has got its own plan, 
is to put the plans together and perhaps toj pr3duce compromises between 
district demands and the regional guidelines under which it is working, because 
each district if it is worth its salt, will ask for more than it is going,t6 get from 
-Ihe available limited budget. Therefore the aistiicfs have to be trimmed ar^d 
leveled up as far a's possible by the areas, so tliat all enjoy much the same level 
of service. 

The area has its gwn medical advisory copfiniittee, with a predominantly 
representative constitution, broadly repflresen^tat ve of the specialties within 
medicine, including general practice. The area puJt-consult the local authority, * 
usually through its officers, and thete is an estjablished joint liaison committee,^^^^^ 
with the local authority responsible for social welfare education and the rest,^, 
which the two authorities are required to set u'p, to coordinate the provision of 
service within the area. The area, having drawrJ up its own plans within the 
regional health authority's. guidelines, then presents to the regional healthy . 
authority the plan for the area, and the region lias to combine the area plans. 



ERLC 



97 



J ■ 



* , r ^ . ' ' 

Always, of course, the ^rea has askecl for more than it cffri get, apd^that is duly 
trimmed back by the regional Health authonty. 

During 'this process there will have been consultation with' a re^onal team 
from the Department of Health and Social Security in a fairly early 
preparatory stage, so that the region knows broadly what its resources are 
going to be and, for instance, whether if is going to be able to star4,bu0ding 
this new hospital this year or whether it has been put back' until 1978 or 
^atever the date m^y be. ^ , 

The Department of Heallh then receives thje n^gional pla^is, puts them all . 
together, cuts them all because they^ are all quite ri^tly Asking for more than 
they are igoing to be able to get, and then goes to the Treasury with a financial 
proposal in the li^t oF these plaos? Again, of course, if tbe department is 
^ worth its salt, ^ts proposal gets cut because it has asked for more tKan is going 
^ to be available to it from the national budget. 

It is all a. bit like a whittling exercise, but that is the way one has to go if 
one has an established service ,and cannot undertake radical and dramatit 
changes. It is contemplated that this process will be gonejhrough fairly early ih 
' every financial year. The district process wOl be cbmpleted, going on to the 
area and the region, before the budgetary allocation is determined by the 
Treasury. The whole process would have gOne through the series of authorities 
and iti would, ^s far- as possible, represent the practicable application of 
national policies. ^ • 

However, unless, government i^^going to be able to produce more money for 
development each y^r thart it looks as if it is likely to do, then there/is ;iot 
^ going to be mucf^ expensive new development for'a few years to come-unless 
locally things are cut out, such as the disused sanatorium nrenUc^ed eariier 
(which could probably be cut, providing an annual saving of maybe £50,000 if 
capital required to make the modification to the main hospital had beerv 
spent). ^ ^ ^ ^ . ^ V 

^. I^is my personal view that this procedure, as published in reports by the 
department and others, is altogether top formalized. It allows tQO little for the 
— ^ ^growth which Vill occur from inherent drives within the service. To me, it does 
not seyem to recognize clearly enoDjgh that what is happening is a conrinuous 
, molding exercise, and ^at a rather elaborate production of new plans each year , * , 
is wasteful pf time and money. Nonetheless, there are some thiegs that have to 
' be plannecK^ long way ahead; for instance, structures. Health centers may be 

planned and built wifhin a year or two, but hospitals certainly cannot, and for 
those, a TO^ear plan rolling forward is, I believe, the only possible soluUon. 
. The department did^ have «a practice of telling ai^thorities that they might 
' expecr to start'this hospital in, say, 1976, and this one^ not before 1978, or this' ' 
large development this year rather- than 5 years hence. ButNhat practice, of 
course, has been badly affected by the present shortage of funds. 

Manpower development 'has to be planned ahead. A student entering a ^ 
medical school in September 1975", if he is gofng to be a consultant, cannot be* 
a consultant before 19S8;*and if he is going to be a consultant by 1988, it will 
1^ be only because the hosfntal service developmervt has been planned so that 

• there will be an opening for him. If students all aspire tq neurosurgeons,' 
most of them will be emigrating or unemployed. So there teally does have to 
/Aje fairly long-tetm planning for manpower use. ' * , ^ t 



The process of local modification", which js Nthe key to Ifealth service 
* development, most needs proviSon for local interaction Between disciplines 
and with people. One of the most important factors- in that is that what is . 
* proposed must be an acceptable system. It must not be an imposed change; 

that just will not work. There have been several halfhearted attempts^t 
■ 'imposing changes of a degree thaft proved quite unacceptable. I played my ow^i 
^' part in doing ^wise things of that kind.Jt is no good unless you caa carry the 
professions with you, and I said professions, not singular profession. Each of 
th6 profe^ons, of course, thinks it is singular,, especially the medical 
profession; but ihdee4 one has to carry them all. 

In this system, what is the importance of the new specialty of community 
medicine? It is clearly needed at the center, at the region, at the area, ^ind at 
the district, because at each of those levels, suitable information has to be . 
collected and put into intelligible order for the other people, whether they are 
non-professionals or specialized clinicians who tend net talook at figures*, or if 
they do, not to understand them. The group nbw working in this area in 
Britain has roots of various kinds. Possibly rnore members "of th^ group come 
firom old-styje public health and preventive medicine than from any oth^r 
medical field. Some grew up in regional hospital board adnjinistration, but^ot 
^ necessarily the administration of individual hospitals. For example, tjie present 
Qaief Medical- Officer in Britain, When, I first met him, was the senior resident 
in a teaching hospital in London, and I thought he was so much better at 
debating points with me than were his senior clinical colleagues and the 
non-medical administrator, that I was able to persuade him that he should go 
, to bhe of the regional hospital authorities.* He is a classic example of th6 
quality of man one c>n see "learning on the job." But of course that is riot an 
entirely easy process, and particularly it is not easy for people in the clinical 
' • tield. 

f Today, therefore, we are trying to recniit^ood young graduates and to pay' 

them for training in administration and epidemiology, and the other pieces of 
knowledge that they need Tor this kind of job, just as we would if they were 
going on \Wfh clinical training. In a health service one can support people in 
training grades like that, ^e have courses basfed on the Lx)ndon SchocJl of • 
Hygiene; on a consortium based -on St. Thomas's Hos*pital;on a provincial 
consortium of which the Tcey points are at Oxford and Car^f; in Manchester^ 
' in what was the School (5f Public Health; and in Edinburgh. There also is a sort 
of forcing' retraining school linked with the London School of Hygjene and run 
■ by Roy Acheson, whom some of ypu rhay kriow'from his time at Yale. . 

The largest number of these people^will be needed in districts, because there 
ought to be at least one person with this kind'of training in each^iistrict, and 
almost always there will be at least two. Their job is not to tell fheir clinical 
colleagues what to do but to look at what is done,'to'lookat the needs of the 
area, to bring together the h6altK criteria that one has in the ordinary vital 
statistics of the area, to try and make evaluations JntelKgible to tlie clinicians 
who normally do not think in community terms. Some very good exercises of 
this kind were done, for»instance, by BiJI Edgar when he was Medical Officer of 
Health of Northamption. He produced a plan for the development of growing 

^ Northampton and for the provision of health services there. John R^id, too, 
when he Was in Buckinghamshire, did fine work toward the provision of healtn 
services in the new town of Milton Keynes. 
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The people we are training also need to have some knowledge of the new 
and the old prevention. There is a danger in this that all of us are so keen on 
organizing personal health services at the district level, that we forget that there 

- are things like the enteric infections-which can suddenly emerge out of a ' 
contaminated can of corned beef from South America or somewhere else-and » 
that you have then to deal with an epidemic of a communicable disease, even iC 
it is so rare that most of the present. community physicians have jiever seen 
one. Some of the trainees have to be train'Sd in that sort of discipline. Some of 
them, eventually must be able to advise the district local authority on 
environmental hygiene questions, which used to be inherent m public healthy 

. and are now familiar to very few medical people in a country with developed * ' 

* services such.as the United States oc Britain. 

Tlie area needs people with this kind of training [or formulating tlV area 
plan, for running personal preventive, services, for seeing that, we]l-baby clinics 
are established or progress, foi^piirating the School Health Service, for linking . 
up with general practice through the family-practitjoners committee, -for 
linking with nursing services, and fqr linking up with social welfare and . ^ 
education. At the region there 'is a rattter different kvel' of planning that : , 
includes* The overall planning for specialty development in'the region, putting 
'the area plans together; the special problem^ of manpower, the problems of 
educatibn and training in *the*differeiit medical specialties working witW the 
postgraduate dean; the planning of buildings (which -is nt)t a medical exercise- 
but an exeftn^ that must have medical participation), and the^^ry difficult art 
of 'presenting the region's needs to the Department of .Health aftd Sociaf ^ ^ 
Security-J-knowing the questions they ^ill ask and providing them with the 
appropriate answei;s. This may be akin to* politics, but it needs considerable 
knowledge of the professional disciplines, toq^.* 

The National Health Service does need central departments, even-thought, 
many of the clinicians taJk as though they would like to do away with them. V* 
* The central unit dOes have to study the National Health Service in depth iri all- * * 
the fields, an^ it has to have a .greater range of expertise than any olher 
level-because it has to have really authoritative people in each of the brarJhes 
to which the community physicians at^district, are^, or region level wUlcorjie \o 

* for the latest information in BrMfend othfer countries..It has to link up with ^ 
medical education; it has to dea^p^problerns like jijitrition (\<^hich are only^" 

' to^a^ veVy small extent, the plan^g iconcern of the low^dh levels), it is aKo . ' 
responsible for the safety of drug^. Tor researcfi into prevention in soTiie of the ' 
new environmental hazards (like^ the one that, recently broke in the iferican 

, press, about nitrosamines in bacbn'^-we had that oae about 4 yfears ago). That . 
was one of the occasions when I remember having^ to go and see three Ministerl^ 
in the course of one morning. The Minister of Agricultufe'to advise what coujd^w * 
be put out quickly in^ written answer to a question ir\ Parliament which woiii ^ 

. forestall •'an alarmist rumor in, say, 2-m^onths' Ume, and the peop/e in tHb» 
Department of Environment with their problem about nifrites in water^ which 
\me up at the sam^ time. The Secretary of State for Health, and Social* 
^rvices had to be told that he was not going to get an epidemic of fiver cancer 
because of n%inute traces of nitrosamines in fried bacon, the central- 
department h.as to have the experts who can provide thatinformation. 

. Theye is one thing I have nofyet mentioned and'thisift^solutely, crucial to * ^ " 
planning-one has to have understanding among th€ clinicians, among the 
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nurses, and among th^ administrators. There has to be training which has some 
common C9ntent with that of the community physician, for ^nior nurses, ifor 
administrator^, and for some of the clinicians. Ilie clinicians are people who 
use and sometimes waste very expensive resources in hospitals-unless diey can 
be made to 'see that if they obtain their neW gadget for measuring the annuaT 
rate of growth of toenails or something like, that, at enormous cost, then they , ^ 
,'or their colleagues will not be able to Jiave something else. ' * 

Well, I am not sure that^he foregoing was what I was billed tp produce, but 
it seemed to me to be the best presentation I could make of what has been 
going on in this area in the British Natfonal Health Service. 

, DR.>!ILO D. LEAVITT: Does /anyone have any questions of E)r, Gadber? 

MS.-'ANNABELX CRANE: I am curious to know the background, how it 
wis ^decided that someone" who was already^^^ned as a physician would 
definitely be heeSea for tRis position, or was mat not debated at all in the 
Servi<:e? ^as it just assumed that one should start with physicians and then^dd 
epidemiology and othfer^ skills to that? - * . \ * 

SIR GE6RGE' GODBER: I think it was glanced at'and not' seriously 
considered. Ydu start, of course, with a lot of people who have done old-style 
public health. But if you do look at it seriously and wonder whether you coultl 
give the needed epidemiological training to non-medical people, the answer 
might be. tljat you can give some of it. But even the greatest of them aU'in 
Britain, Sir Austfn Bradford-Hill, would not believe that he could do his part of* 
it without somebody who was aware of clinical implications, jcnew where to go 
for the best clinical advice, and could, interpret it when he got it -because 
clinicians tend to give their 'advice in Delphic form wliich wifl be^right, - 
whichever way the coin falls, and they therefore have to be interpjfeted. In- 
getting advice from a committee of experts, you may need to say, "I think vou ^, 
mean thus and thus," coming down firmly on one side of the fence, ifthWi^/y. 
appropriate. ' ' • ; ' 

One may havp to formulate that sort-of guidance in order to get a cleaf 
view. "I believe that you will not get the best of formiilatiori unless youii^ve 
people with soipething of all these disciplines in their background. Certainly, in 
my experience, the great expgnents of this sort qf thing have been people like 

' Richard, Doll, who worked with Bradford<Hill in elucidating the smoking andV 
lung-cancer business. One can get a long way without medical training, I agree^ 

. and one certainly will not get as far with medical training if one does not h^wT 
the really high*powered exponents of the mathematical ^d other disciplines. I 
b'elieve cite ha^ to have a foot in both camps. I am just saying what I think;! 
am. perhaps not advancing very logical reasons and I emphasize that I see this as^ 
^a partne'rdiip, not an autocracy. You do need the medical input. 

aDR. G0RJX)N HATCHER: I thinlb^e issue arises there as to whether 
comprehensive health planning, as they would call it here, is e^tirely.br very 
largely institutionalized within the ma^ageinent of a national health service of 
a'health flepartnicnt that also runs a health insurance program, or whatever you 
have, ot whether it is institutionalized largely outside ofjhe health department. 
I have clorfe a fair ainount of work in New York^5*^e With comprehensive 



\ health' planning, and we had three of them, three health planning ag^cies in 

each region, and I bnelieve none of these agencies was headed by a physician. It 
.was partly because they were outside of the health department and wanted to 
A . stax separate from it that I think they chose to have non-physicians. 

SIR/GEORGE GOEIBER: I*am not arguing, against a place for non-physj- . 
cians. But when you hay^health service which is concerned not^rily^th the 
mty in which you use vour available resources for healthcare, but ^so the way 
^ ' in which^you organize yourself to deliver care, ^ou are in a different situation 
from that in the United States, where nearly always you jre^considering l^ow 
you can/arrange with bodies that provide 'a certain kind of health resource. In 
BritaiiT we have the two thifigs welded together, perhaps more closely, than . 
here, and the. National Health Service is really economical, because the 
' , , professions have chosen'ar have been persuaded to work in particular ways. 

I think it Would have been quite impossible to^ get some X>f the 
^ intraprofessional changes that have been necessary without havrfi| members of 
the same profession talking to them. I hold ^fy strongly that you should not, 
for example, have doctors telling hurses how to nurse, or doctors trying to deal 
with the finaticial problems. They ar^ probably not nearly so good at it as 
people who are trained^n such matters. But I do think one gets the best results 
^' from a multidisciplinary exercise, and when I was talking about the health 
departmentr you remember, I emphasized that there isn't just one hea^ in the 
Department of Health ^nd Social Security-there is a senior administrator who 
is responsible for the office; he has a twin half a step behind who is responsible 
* for the social security side of the office; and he has a medical twin, if you like, 
responsible across the board 'for the inclusion of the right medical considera-. 
^ tions into whatUhe department does. ' ' • • ; 

I believe that the United States prefers to have the single executive head. At " 
, least it does, so far as I know, in its agencies. We quite deliberately go the other 
way in our Health Service. It is unique i^the British National Health Service, in^ 
the British Civil Service, this particular situation. But we do not find it difficult* 
to^ work, and w^ don't thii\k th?t anything would be gained by a fgrmal 
detjsion that one or the other was the top'. I would not have liked it so. Once, 
in a meeting, I was asked by the head*of the Civil Service whether I thought 
that the positions should be interchangeable, and I said, no, that I certainly did 
•not want t«) exercise Philip Rogers 'functions, that I wa$ content to be the senior 
doctor, and that we Nvosfted together Amicably in that kind of arrangement. We 
certainly did work aniicably and, I*hope, effectively. 

EUGENE GALLAGHER: I was wondering whether you think that in a 
more centralized scheme such'as the^ Health Service in Britain, thSrc is perhaps 
less need for planning as a distinct activity from administration, but where you 
have a looser setup Hke there is in this country, it seems as' if more effor^goes 
toward something called planning? » ^ 

feiR GEORGE GODBER: I believe this is certafinly true, iJecause you are 
looking at what Enoch Powell called Leviathan, but it is an organism. He called 
it Leviathan because he meant that it really couldn't be steered. But iMs an 
organism; a growing structure with a life of its own, and one persuades it in 
certain directions. We don't say we will chop that bit off and put something 
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..else there; it cannot, be done. There is even the question of what happens to all 
the people who work in that particular service now. One coi^ld, I suppose, say. 
"We can't afford the 4ental service anymore."- You wouldn't get away with it 
politically, and' I don't think you ought to get away with it on health grounds, 
either. So the British setup is quite different from the Americar^ because here 
the planning is for an intrusion into a market system. In Britain it is not, and 
one is dealing with a fairly comple^^ system. The Wellington bomber in World 
War II had what was called a geodetic construction, witji a numbed of small 
elements, almost like wickerwork, bound into a whole. The Health Service is 
like that -one strand cannot be pulled without the risk of unraveling the whole 
thing. , ' , 

It can be slowly modified over time. There would have to be a surgical 
amputation, like cutting off the dentaj service, or cutting off the decision to 
provide free spectacles, or hearing aids, or whatever, to make a dramatic, 
sudden incursion into the financing. Ohe could do that, because what one 
would really s^y is. "Look, we are not paying any more for spectacles. You old 
people who cannot afford spectacles must now 'go on with the pair .of 
spectacles you have got, and you others who are coming up ih the presbyopic 
stage, you are in employment and you can afford them anyway." That is what 
one would be doing in going after a* section of the Health Service like that. It is 
a totally different exercise from any you would have in the United States. 
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October 28, 1975 



THE'ALLOCATION OF RESOURCES ^ 
IN A NATIONAL HEALTH SERVICE 



DR. MILO D. LEAVITT: Today, Sir George is going to.talk to us about TKfe . 
Allocation oj Resources in a National Health Service. >^ 

SIR GEORGE GODBER; I was just discussing m\h Donald Pitcairn the fact 
that one cannot start off>by thinking: "Now we have got so much to spend on 
health, ^we will do this and this and this . . " When one.has an organized health 
service^there is a long list of things b6ing done already, and they are being dojie 
in ways to which people have become habituated, and one can change \hdsg 
things only gradually, over time. So one cannot suddenly say, **We have been 
spending X millions On inpatient care of people who have had hernias because 
, we hav? beerhkeeping them in 9 days. As from Monday, we will keep them in 
for 7 days." There wll be a surgeon in the backwoods'who will promptly keep 
his in for lOinsFead of the 9 days. Things cannot be changed abruptly. 

So really, exis^ing-services in the clinical field just have to continue. They ^ 
jpaij^ modified*and adjustments in what sums are paid can be made in various 
ways, slowly. One could, for instance, suddenly decide that in the Health 
'Service spectacles would not be provided anymore, and one could abolish that * 
piece of the, Service on, say, a couple of months' notice, so that those already 
in the pipeline cbuW go through. This wpuld really be a saying for the public 
purse, althougji everybody who used to get his spectacles that way would 
then have to pay at least as much for ^thern himself-one wouldn't really 
have reduced ttt\cost of health care. IF there were, perhaps, a number of 
impoverished old ladies who wanted aids to vision in order to be able to thread 
their needles and sew, and now were no longer able to, what that would cost in 
other ways I would not like to think. 

Or it could be decided that chiropody services were not justifiable, and a lot ^ 
of old people who now manage still to totter around, provided that their feet 
are looked after, would shortly be in bed and using up hospital beds for very 
rnuch longer periods. (> it could be decided not to have a dental service, which 
really would mean thatjTdecision is i^ade that people will pay for their own. 
In that case, one would not reduce the cost of health care unless people 
^topped having dental care. Or it could be decided not to provide hearirfg aids. 

•Now, in the British National Health Service each. of these proposals has at 
^ome time been looked at, and each time Ministers have decided tharthey 
could not be carried out. But- they have gone'part-way. Charges are made for 
spectacles, for instance, and the charges are roughly equal to the cost, the real 
cost of spectacles without a substantial profit margin for the optometrist. That 
means simpl/ that a contribution 'has been exacted^ for that piece of 
equipment. Then one can use a'^eterrent charge, which can be termed as either 
a deterrent or as a means of off-loading part of ihe cost. For instance, we make 
a small prescription charge but we provide for exemption for antiques like 
myself. In fact, my wife and I-get our prescriptions free, and children get their 
prescriptions free. Rather more than one-half of the people get their prescribed 
drugs free because of nhe exemptions that have to be made for those who 
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might be caused excessive hardship by having to pay. I don't rnean that my 
>yife and I would lyit a lot of people who are no longer earning would be 
put to Considerable hardship if they did have to pay for drugs; and they are 
more likely to (i^ed* drugs than younger*people. 

One could make charges for dentistry. 'We do make charges for dental 
treatment, and*those charges can be loaded by imposing heavier charges for 
dentures than for conservative treatm'ent. This, of course, js to move dental 
practice away from e:^tracti6ns and the provision of expensive dentures and 
toward conservation. Though in the end this may cost more in any given year, 
overalHt is likely to cost le^. . * ' ' , ^ 

Similarly, a charge Jfof an appliance .could be made, surgical shoes, for 
instance. Someone who is wearing a surgical boot with an appliance doesn't 
Have to buy an ordinary boot. So it is not unreasonable to make a charge suCh 
as the person not needing a>speCial boot would have to pay for ordinar/ 
footwear. The same could .be done for surgical belts, on the general thesis that 
everybody has to wear a belt, I suppose^ although that may not really be so. 

Provisions have always to be made for children, for old people, and^for 
those who are destitute. In fact, 47 percent ^of all dental care in the Health 
Service i,s free, arid rather more than one-half of 'the prescriptions. Then one 
can modify practice by a gradual rundown of some part of the service, for 
instance, sanatoria for the tuberculous* They^ in fact, ran dovvn much too 
slowly,' because as ever there was a vested interfisfin keeping them going,*even 
though it might -be only someone's salary that was related to the number of 
beds actually in use. Still, over time, an adjustment of that.kind can be made. 

Then there can be a change in method. For instancy, one can use acute 
psychiatric units in general hospitals and day hospitals. But it takes years ^o 
adjust psychiatric practice, and often it requires capital expenditure to provide 
a new unit at the general hospital. We have been moving steadily through that 
particular picture so that now we use for psychiatry just over two blWs per 
thousand of the population, mstead of 3.4 as we were using 20 years ago. 

Some hospitals can actually be closed and sold, for instance infectious 
disease hospitals, such as those that we had covering th^ whole country 25 
years *ago. All the small ones have long since been disposed of or put to some 
other use^. 

Again, cash assistance can be suspended'. For instance, at the beginning of 
the Servicd we used to pay traveling costs for patients. Wfthin about 2 years, as 
a means of saving expenditure, that was stopped. But there is an arrangement 
>. to help the destitute to get to hospital, under the^cial Security system. Then, 
increase can occur, and this will occur naturally -by the genefral drift toward 
more sophisticSfion of medical practice. There will be more complicated, 'more 
scientific methods, using more expensive new drugs, and so on. 

Again, 'quite suddenly it may be decided to generalize a new development 
such as hemodialysis 'for renal failure. Extra money has to be found to attempt 
that kind, of freatment for end-stage renal failure, as no doubt is appreciated in 
' the United States. We did not go quite as far as you did. The introduction of 
poliomyelitis- immunization had'^an offsetting gain in the reduction of 
expenditure for the treatment of poliomyelitis. Immunization against rubella 
ha^an offsettihg long-term gain in that there will be fewer children born with 
congenital handicaps who will need care for a long time. 
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another direction, one caa-.be taken with the story ^out cervical 
cytology and believe that morl^ity and mortality from cervical cancer can be 
reduced and a pretty expeasu^^amdertaking can be seh up such as we have 
covering the whole of Britain. That can be limited by deciding to undertake it 
only for women over the age of 35 or who have had three or more chilUren, 
which* IS what ^ye have done to- prevent cervical smears being taken from 
everybody and requiring the payment of additional fees for so doing. 

It is possible to include a service as part of the Health Service, and perhaps 
pay e;(tra fees 'for \l. The present British Government decided it would provide 
free^contraceptive drugs and appliances to everyone who wished to have them, 
ancL-would also provide, under the National Health Service, for the sterilization 
of p'eople on other than strictly .medical grounds. That has been a recent 
. bargain with the profession .involving additional fees to gynecologists, 
anesthetists and to general surgeons for doing vasectomies in men. 

One could alsa decide to abolish a payment that is already being made such 
as the prescription charg'e. The Labour Government in 1965 did,abolish the 
prescription charge and within 2 years had to eat their words ^nd put it back 
again. It is really a kind of tax, but it does also have some deterrent effect. 
Now, in Brazil l^ey provide prescriptions free, and. I believe ypu wiU find, in 
many houses of the poorest group of people, many prescriptions that have • 
never been dispensed. Prfescciptions are free, but the drugs a^ not, and the 
. ^ patient keeps the prescription as a memento of the consultation, and does not 
'get the treatment. - ^ 

Government could decide to develop an entirely new service, which the 
Health Service is going to^ay for, such as the development of postgraduate 
medical education beifreen 1962 and the present (paid for through the 
National* Health Serjlpe). Or nurse training * could be' reorganized 
expenditure increased m that way . / 
t , Central advocacy can be used for^rticular priorities, like giVing.better care , 

for those with mental handicaps, either in hospital or by setting up speei^l 
training centers for mentally^handicapped children still at home. Or it can be 
demanded that patients in geriatric accommodations be better fed, or that/ ' 
long-stay patients should generally have more spent p,n their food-these thingsf ' 
• have been djonp. , ' ' 

Until today, every year under the Health Service, there has been a- 
percentage increase for revenue expenditure in real terms of the order of 
-perhaps 3 percent or more, and by encouraging the use of that increment in 
particular ^ays, one can influence the way in which the Health Service 
develops. It is only by using that or by using money from economies that 
authorities are going to get any kind of development in the Healt^i, Service. 

The main influence on revenue costs in a health servicdi is through 
manpower and remuneration. Broadly, manpower in the hospitals in Britain 
has increased by a factor of at Jeast two,. The number of nurses has increased 
by a factor of 2.25. The number of doctors in hospital has increased by a 
factor of 2.25. But in general practice the increase has been only by a factor of 
about 1.15. In the* other professions, such as the- medical laboratory 
technicians, they have increased hy a factor of up to 3. Manpower in famijy 
practice has increased a good 4eal less, but one'dOe^ not get as fair a count by 
simply counting the number of general practitioners. TlVe ancillaries add up to 
having increased by a- great d^al more, and manpower in the support services 
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such as home nursing and public health nursing has increased still more. Home 
nursing, for instance, increased by as piuch as 37 percent m the last 8 years, 
and the other nurses have more than doubled since 1948. 

A hospital breakdown of expenditure for the year 1972-1973, which is the 
last one I have with me, shows that salaries and wages amounted to 69 percent 
of the' revenue costs in hospital; and drugs, supplies of blood for transfusion, 
focKi and services adde^p to another 18 percent. Building maintenance added 
up to another 3 pj^fcent, and the central administration to only 3 percent. 

So, it will be? seen that there really isn't nearly as much joom for maneuver 
in the other th/ngs as there is in manpower. The depression of salari^ for many • 
of the people employed in hospital-not the doctors (except the juniors), but^ 
nurses, technicians, and domestic staff-kept the costs of staffing hospitals 
abnormally low. The' increase in the cost of the Health Service in the ls6t 
complete year in real terms was 9 percent, but 8 percent of that went on 
bringing the lower salaries up to what might be regard^ as a reasonable level. 
% In conjparison, for instance, with the established senior doctors, it is a good 
^^^eal lower than can be found in, say, any of the ScJ^djpvian countrie's. 

So, anyone faced with the problem of sharply t^duchig revenue expenditure 
is alBpost certain to do it by delaying recruitment of staff, or actually cutting , 
staff or capital work. In a National Health Service, delayed recruitment of 
fully-trained professionals means unemployment for those professionals, 
because there is no other work for them to do in the country. There is virtually 
ho other employer. That could be a reason for some of the migration of 
doctors to Canada and Australia and,' to a lesser ext^t, to the United Stat^. 
• The changes in proportion of expenditure in the last 15 years have been due 
largely to growth^ tt^e hospital portion. Hospital revenue expenditure, the 
beginning, was about 54 percent of the total expenditure on health, andit has 
now become 58 percent. Hospital capital was 3 percent of the total hfealtF) 
expenditure, and has become 8^percent-so those two jtems have meant a 7 
percent increase in the share of the hospitals in the total allocation. 

General medical expenditure as & proportion of the whole was 9.5 percent; 
it is now only 7.^ percent. The general pharmaceutical service ha^ remained at 
roughly 10 percent throughout; that is, drugs prescribed in general practice. 
Doctors order for their patients in general practice a one-third greater 
proportion of the money -available to the Health Service than fs spfent by that 
Health Service on their own remuneration. ^ 

The general dental service was 6.6 percent of the total, and has fallen to 4.7 
percent. The provision of spectacles uses justmider 1 percent. There are some 
hidden factors in this, such asMhe local autliority nurses joining Jiv^th the 
► general practitioners and therefore subsidizing primary care, becaus^ their 
salaries count against something else. 

Salaries were a 3 percent higher ^Jroportion in the hospital revenue 
expenditure in the last complete year. The hospital's Capital was a deliberate 
addition made around about 1960, after a long period of insufficiency in 
capital development. Most of our public investment in capital projects was on 
, schools, housing, and the redevelopment of industry just after Worid War II, 
and there was very little left over, even for necessary maintenance expenditure 
OH hospitals. So, around 1960 we-n^^de our first Serious essay to increase the 
expenditure upon new hospital building, an4 that "had grown until it had 
become 8 percent of the total Health Servicfe ejcpenditure in 1974. 



Hie cost per inpatient day has increased by 3.7 times, but the cost per case 
"treated has increasejl by only 2.0 times, sfnce the Health Service began. That is, 
incidentally, not in constant prices terms. 

. Hospital' drugs and dressings have been in foughly the sarnie proportion 
throughout, and medical equipment has increased from roughly 3.5 percent to 
4.75 percent.' , . . , ^ ^ 

Thfe' allocation between different aspects of the service to patients in 
prin^ary care or general practice js really ovAy fSssible by choice made by the 
practitioner himself, and acceptance by the patient. The medical practitioner 
can be influencfed by information proyiided by the medical journals, or 
centrally,' on tJi^; costs pf drugs. He can be influenced by a financial 
inducement j^to undertake a particulax:form of treatment su^:h as immunization,, 
. or he canjbf influenced, in the opposite sense by the risk of incurring a penalty, 
for fnstance^ fptover-prescrii)ing: ^ ' * * - . 

^The postgraduate medical jsdlicafion organization can be use^to promote 
the most economical use of drugs. I do not mean just by using^heap drugs, but 
usin^ drugs to the best advantage. It may be better to use a more expensive 
drug for a shoft tim'e^than the less effective, less expensive drug for a much 
•longer time with-less certainty of a cure or improvement for the patient. That 
educational source of information is independent of service considerations. The 
service comes in separately by visits of doctors from the central department to 
discuss theit prescribing with those doctors who*order much more than the 
ordinary expenditure in drugs. The Prescribers' Journal .produced by an 
independent committee but pai(} for by the health departt3lfint,'is>) publication 
circulated to all general practitioners every 2 months; its purjiose is purely 
educational, and. its policy is controlled entirely by the expert committee 
Which currently is under the chairmanship of a general'pr^actitioner, but has 
usually been underx the chairmanship of a distinguished internist or clinical 
pharmacologist. * \ 

, The general practitioners can be influenced in the direction of public policy 
by the paying of extra fees, as I have described, for preyentive work such as 
imnjunization and ^cervical cytology, getter fecilities can be provided for 
giene^ practitioners in under-doctored areas in health centers, or an additional 
basic^ practice allowance can be paid to* tempt physicians to? go into an 
under-doctored area. ^ »^ 

There can be penalties for excessive prescribing, but mostl>; We have i?elied 
on visits. As mentioned in. in earlier session, one-man was costing i9 ,000 a year 
for tetracycline which he was prescribing for topical application to varicose 
ulcers. He had to be deterred from that by being heavily fined by withholding 
of his income. 

fn general dental practice, fees for service have been quite deliberately 
slanted, as I described, toward conservative treatment rather than extraction. ,^ 
In immiifiizatmn, which is arranged through the area health authorities, 
implementatpfi can be stressed, and payments for this are accepted as proper 
charges on funds areas have from the department. In the days when those ^ 
funds came from, local taxation, implementation could be kept within the 
limits that authorities thought ^ey could afford. 

Funds can be allocated to different aspects of hospital care by dint of 
exhortation from the central departm^ts. For instance, Kenneth Robinson 
and later Richard Grossman, and then again Keith Joseph, all made a strong 
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point about doing more for those patients in long-term care. They are, in effect, 
living out their lives in hospital-accommodation, and therefore are deserving of 
rather more attention to their social needs than perhaps the patient who is 
going'to stay only a week J have mentiohed the stress that was laid on food for- 
patients in long-stay care as pa^t of an attempt to improve their general social 
•maintenance. . ' * * , - • 

The campai^ for improved postgraduate medical education was^ done' 
entirelyonthe'basis of exhortation to hospital authorities. * * 

There have been nurl\erous administrative exercises of staff training,* 
particularly for hospital administrators in the earlier days, ranging down to 
'schemes for incentives for cleaning sta^f to do their work rapre ecopomically » 
^ and expeditiously. There have been drives to improve the control of infection 
in hojspitals, with th^§econdary object of reducing the overall average Ien|th of 
stay. And, one can advocate facilities for managing^special groups like patients ' 
with epilepsy-. ^ > ' 

^ The centrd department can offer a particular allocation for projects for, " 
, Improving the care of geriatric patients-which \yas dojie by Mr. Robinson. * 
Allocations can be made * for providing specrdl wards for the mentally 
han(}ic4ped, which w^s dane by Mr. Richard-Crossman, or for the funds-jnade 
-available for intermittent hemodidysis wh^Ch^ again, was accomplished '-by 
Mr. Kejyieth Robinson. - # 

A Wall 'amount of money, out <)f the total, never more than about $2 
million, pould be reserved for the suppcJff of small projech for clinical research, 
I monitored entirely by the central ^department, handed out or\ the fecdm- ' 
s mendation of regional research committees. Other funds were used centrally ' 
for research and development^ - ' . ^ 

, Voluntary funds can bt used to get certain developments going, as when the 
Nuffield . Provincial Hospitals Trust largely financed the first 2 years of 
. postgraduate medical education, and later financed the first 5 years of the 
central Council Jeff Postgraduate Medicah^ucationbefore this was taken over 
•by the central funds of the National Health Service. . , 

The King Edward Hospital Fund for London set Aip a college for training 
hospital administrators, and got the specific training for^hat discipline off the 
ground in the very early days of the Health SerVice. They also set up residential 
• colleges for training in nursing administration, and for training in hospital . 
catering. They subsequently passed all that on to^e Health Service, but if . 
^ had not shown the way, it is unlikely that thlkeaUi Service would have 
Mten off the ground nearly* so quickly. \ 

Sir Keith Joseph did one thing which was quite e^ptional. He managed 
irough his own contacts With private tharities to collect funds sufficient to Jjs 
stablish eight "Additional chairs in specialties that badly needed developing. 
They jvere »chairs*in general practice, in geriatrics, and in rehabilitation. That ^ 
„ meant that he had tapped private sources for something like L\ million of 
endowment for those particular' chairs in the space of a couple of yedrs. * ' 

Then, most important *1n the Health Service, there can^e deliberate 
allocations of capital. When first we had money allotted by the treasury for a ^. 
capital dev^lopipent program, we were ^highly selective. We asked regions to 
(suggest some of 'the most urgent large schemes'which they were 'unable to 
tackle on their regular* allocation, ^nd we selected something like a dozen ^ 
projects which, in the early 1950*s,^ cost £250,000 or more, each. That may not 
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Hke a very large amount, bu 



seem Hke, a very large amount, but it was large in comparison with the size of 
schemes, started previously. Then, as more money became available, we went 
on 1o the point of selecting actual new hospjtals to be'starte<}. The 1962, 
program, mentioned in previous talks, was to^re financed/^ a progressively 
increasing capital application to'j^e spent on major schemes cho^efv for^their 
jjfgency. As the program gr^wlarger, the regional allo^^ons were stabilized, 
and the regions were .left to chodse their own m^jor programs with the 
department only deciding which shomd start when ,.4ti order to spread out th'S 
total of capital expenditure' for-the hospitals. 4 
, The rate of development was very heavily influenced by the varying 
Capacities gf the individual hospital regiQns. There were three^egiops which, #n 
the early days, yere more efficient than others in getting major buildipg 9ong. 
When those that were less efficient found themselves not in a position to spend 
theirn:apital within the year, the efficient ones, being by nature predators, were 
. jeady to §nap up any capital that another region could not spend within the 
"^llbtted lime and ad^ it to their own spendmg. Oxford, News^tle and Wessex, 
for Instance, made a good thing out of that in the^early.days. 
, I explain that the^money must be spent in the individual financial year and 
cannot be carried over, even for 1 year, once it has been adl^ated. Of course, 
when capital developments occuLthere is a .consequential increase in the 
revenue allocation required for tha^^ticular region. In the hospital service 
this has been one of the most important ways of getting additional rfioney to 
places where it was needed. For example, Wales was probably woVse off*for 
hospital building than any other part of Great Britain, and i( was deliberate!)^ 
given a larger allocation, of the capital reso^ces pro rata to population when 
we' first had a capital program. The re^ult/B that the expenditure per head on 
health service in Wales is now greatey tl>^ the average for^Erigland and Wales. 
Scotland was given it$ capital pro^;^nfearlier thSn England &r Wales, and that 
has been a factor; though not by any means the whole of ,the ^'tory, in the 
much greater amount of money available to. Scotland fof the Health service 
ythere. . . * 

Before the National Health Service, the distribution of resources was grossly 
unequal, it depended to a large e^ctent on the revenue available *^from lo'cal 
taxation, and from charitaWe sourtffes, and was more jJlentiful in the southeast 
of England than in the Midland^ and the northwest or the northeast. So the 
health services were, on the whole, better in the south and^outheast than they 
were furthemoilh. * 
• The early 'development of specialist staffs filled the gaps particularly in the 
north, and that did produce son^ie adjustment in the- financial allopatjon, 
because^taffing is so large a part of the attachment 6f resources. It did not by 
any means produce the levelling off that was needed, because *it was much^ 
easier to ^et staff in the south of England than further north, and if they could 
not get senior staff, they could more, commonly attract British-born junior 
^^^Jt^jff. So one found, aVlime went by, that niore foreign medical graduates were 
cpming in, and that me proportion in the north was very muc^ greater than in 
the south. We did not restrict the numbers of doctors overall; we restricted 
only the number of consultants, and then the senior training grades. So they 
just filled up wfth senior house officers and house officers. 

I have mentioned the way that capital distribution went; and I add that, in 
addition to Wales,f reas that were more or less destitute, like West Cumberland, 
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or had been badly damaged in the war, lik^ Hull and Coventry, or.places like 
Truro or Huddersfield or Poole, which hadjbad existingjjospitals, got the first 
development. * ^ ' < ! * / 

The capitation system in general practice helped to level things off a bit, but 
not enough, because often the tov^ns where the ratio ofpopulation.to^generjal 
practitioners was greatest were unsalubrious areas, and doctors (perhaps 
doctors' wives and families more than.doctots) were unready to go and practice 
^^in them. For example, Bamsley or Rochdale were unattractive to people wJbo' 
didn't happen to come from that part of ^the world. But ittHd help, and to this 
was added an inducement payment to general practitioners who wouli set-up 
in specified under-doctored areas. For local Jiealth authority services, there was 
a substantial differential* in ^e central government rate support- grant, which 
met roughly 50 percent of the cost of local authority-provided services. That. 
50 perqent would be reduced to 40 percent in the i^vell-to-do area aiwjjacreased 
fo perhaps 60 percent ih the ^rea wjth the leastlocal resources k\.^oportion to 
need. * ' ' - * * ' < 

An analysis published in The Lancet in March 1974 contrasts Health Service 
. revenue expenditure in the different regions; and one finds that areas like the 
North Midlands, the ^st Midlands, and East Anglia were then getting only 
about three-fourthrdfthe sums that the best-treat^e^^^as (mainly the Lx)ndon 
metr(|politan areas and Liverpool) had to spend. Rudolph Klein, in a recent 
publication, shows that there are even greater differences between areas within 
those regions. One of the present Ministers has been making 'the point that 
regional comparisons do not deal with the situation adejjuately, in themselves. 
The point that Noyce and Snaith make in their paper^is that wh^re' there is a 
hos()ital shortage $l has not been^ade good by other services in the 
' community. In fact, where on«-«-^rort of one kind pf service, one is likely 4o 
be short X)f another. Thatrdoes not apply in Scotland, however, wher^ the 
hospital/Vervices have always been better developed than the community care 
services, and on the whole ther^is m;^ch more inpatient treatment in Scotland 
than in England and Wales. 

Mr. Richard Grossman^ "When he was Secretary of State 4 or 5 years ago, 
devised a program for a progressive adjustment to take account of population 
'and age distribution within the population and 'morbidity. It was a very 
complicated formula and it was to lead to adjustment by select* use of 
increments in money available to the Health Service as a whole. It did not get 
very far, but it did make a slow beginning. 

Of course, some of the increases in costs of the Health Service are quite 
unpredictable. If there is an influenza epidemic it is more than likely'to put 
anything up to £10 million to the drug bill in general practice, and that is one 
of the^reas in the servic^ which is not controllable, because the .drugs have 
be^ft^sed before they are paid for, and government can't say/*Very well, we 
spent our allocaljon of drugs by mid-February. There will be no more drugs 
until the first of April wheathe new financial year begins." So they just have 
to make it up, as they have hitherto, by supplemei;itary allocations (usually, a 
small amount d£money is held back to look after that). 

That leaves us, really, with manpower control in the hospitals, both medical 
aj|d nursing., That has been applied consistently on medical staffingUhroogh- 
out, and it is applied by regions on hospital nursing staff. Although there are 
theoretical establishments for nurses for all hospitals, in fact nearly all of them 
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go short. If they have not enough* mondy in the kitty for meeting the necessary 
nursing salaries, fhat means that the nurses who were to be recruited within the 
financial year will^not be recruited -at the same rate.^ In that way , of course, the 
services do go sho/t. /. • 

V There are much-publicized propos^b for adjusting what will clearly be a 
decfeasjngly sufficient allocation of funds for the .Healjth Service between 
potential users, Theiie is not enoligh for the British Health Service at the 
present time. There has never been as much as could have been effectively 
''used. In some ways, it may almost be that the system has been too efficient in 
cbnt'aining the costs, mainly because of the role. of general practice. General 
practice will fill in the gap left by the 'failure of the hospital service to do ail 
that it set out to do. (At leipt, it covers up the defects left by people having to 
wait tooJong for hospital care.) * / 

Ordinarily, there" could be choice "of the use of increments to be effectea 
locally bf, say, a division of surgery deciding that it is not gbing to try .ana 
develop ^particularly expensive form of surgical treatment,^but instead it will 
its available funds for doing what it is doing already rather better. Or, 
within medicine, it^ can be decided that they will not. have within their 
resources the capacity to set up a unit, for specialized gastroenterology,V for 
end-stage renal failure. In the district management team that sort of decision 
may be spread over other services within the hospitals of the group, and' there 
may have to be a reductldn in the i^e^of perhapsiome particularly expensive 
drugs. Economy will be used sdectively on method, not by withdrawal of 
ordinary care from some group. 

The area h^th authority, which has to try aftd.reconcile the budgets of the 
different distrjcjs, is advised by its^own medical advisory committee and it may 
have to say to the individual district, "You wSn*t be able to have money for 
that particular development this year unless you can^fmd it by an economy.** 
The regional health authority, in its turn, monitoring the area health authority 
and also advised by its own jnedical advisory committee drawn from the 
different areas,^may have to say the .same sort of thing and decide not to 
develop this or that specialist team until additional funds become available. 

That sort of decision has to be made in sequpwre, starting jvith 'the district 
att^pt to envisage the^ budget it will get; then with the area*s plan for the 
services in its own area; then the region^s plan for the region as a whole. All 
that will be done ii) consultation with the liaison team from the Department of 
Health and Social Security with some knowledge of*the funds likely to be 
available from central sources "Tor. the next financial year. In reaching the 
assessnient of ^hat the department can get from the treasury, and the way in 
which what it does get is to be lised, the department's own policy groups (who 
plan for particular ' kinds of specialized development) advise within the 
department. That advice goes down the line-not as an order-'and determines 
the way in which allocations to the regions, tTie areas and the districts m^y- be 
modified. 

Manpower control in medicine, at any rate, will be exercised mofe directly 
in: consultation with representatives from the profession. A region will be told 
that it can have o«iy so many additional consultants in the course of the next 
Tinancial year. It will be told that it/ will have only so,many senior registrar , 
posts for advanced specialty training. - , » 
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^Rudolph Klein, in Inflation and Priorities, discusses the guidance that was' 
given to regional health authorities in December, 19*74. 1 have not been able to 
get a copy of this myself, so I believe that Rudolph must have gotten it from 
some regional health authority's papers. The guidance- tjiat regions were given 
on priorities was that the objective would b^ to maintain the increase in tfie 
medical school intake; to develop capital facilities for primary care {xhA is 
.health centers); to maintain the level of capital expenditure Fbr longN;^p/care, 
'which is the most expensive form per capita of medical care, to reduce waiting 
lists; to fill gaps in existing provision; to rws^e level-in deprived are^, and fo 
complete capital works already in progress to a functioning level. Rudblph 
Klein is higl^ly critical of all of this, and he emphasizes that it is suggesting 
support for development in the least controllable sector, which is primary care. 
There, the money is spent before the department really has any say in it. In 
fact, I suspect that in the cold, "hard light of today, that list bf priorities is 
going to get rather scant attention frbm the regional health authorities this 
year. ^ ' ^ 

The present Minister of State, David Owen, gave an ihtpryiew to the Sunday 
/ Times about 2 weeks ago^nd he en;asag§d returning to th^'sort of priority ' 
selection in the capital field that we were doing in the, I950's in the period of 
•extreme shortage. He talked about emphasizing the population component in ^ 
-deciding where the money can go. But this cannot .be^6n purely a population , 
basis; because Liverpool, for instance, has expensive hospital care partly 
because its hospitals are old and bad, apart from the very few that have been 
built -under the National Health Service. It would be a great deal better, of 
course, if we had been able to achieve a satisfactory capital building progr^ 
during the 1950's.,We didn't get off the ground on any scale until well into the 
1960's, and so we are still having to make do with a lot of extremely inefficient 
buildings. • * ^ 

What I have tried to do is to set out for you a somewhat dijj^ent version of / 
what allocation of resources has to mean when you have, an established health 
service. Ymi cannot think up where you would like to allocate the resources 
and then say let it be so. You have something that is running now, and it has to 
go on running. You can only change its direction, but you can convince local 
people and get them to make these essential adjus^kients locally. You are 
certainly not going to be popular with the electorate if dhey sudldenly find that 
you have cut off the money .necessary to maintain ajobstantial chunk of the 
s^iVtcenn a particular area for the last 3 months ome year. I believe that just 
^ill not happen, and the politicians will find themselves forced to_adilist to" 
that need. c . ' 

\ You could, at the beginning, say that we are not going to finance this or 
that. It would have been possible in 1948 to have said, "We will not finalice 
dental care." It would have been possible to have said, **We won^t provide ' 
spectacles." It ^ould still be^possible to declare that we will give up providing 
hearing aids~if there weren^ about 500,000 voters who had hearing aids at the 
moment-and I believe it will not be so declared. 

Therefore, one is left with wl;iat Mr. Enoch Powell described as the prbblen^ 
of' steering Leviathan. He saJS that the National Health Service was like 
Leviathan, and he meant that one could only deflect it in subtle ways over the 
^ng teniK One coulfl not put a bridle on it and persuade It abruptly to change 
course. I believe that is the position of any organized service. One can decide to 

^ i 
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go m different directipns at the beginning, though they would* only be 
directions compatible with' the kind of service already provided. Aftef^^hat, ^ 
afljustments can/be hiade by providing extra funds and allocating them to 
pacjticular aspi^cts of the service, or by persuading people to modify existing 
services. , ^ . ^ ' " 

^Ve are not going to have another dividend bke that of ^the antfbiotics fri the 
1950's, which gave a concjealgd increase in the resources available to t|te Health 
Service, s^that vye ^ot a W of changes bf direction withput 'the Br^tisji 
Treasury being even aware ^that there was money they had not been^ble (o get 
theijhamjspn. They were, fortuhatel^, unsophisticated. ^ " ' 

^ This may 'be highly hjeretical in a country that believes in planning the way 
you dojbut I still brieve' it to be a fact of life 

DR. MILO D. LEAVITT: Are there any qvestions of Si; George? 

DR. GORDt^N HATCHER: On what- basis were decisions' xnade inuially, 
either in the National Health Servigp^ or in t^e prio#emergenc^ medical sitvice 
or hospital service, as to how many specialists of^a given kind you needed,in a . 
given region? ' 

/ 

*SIR GEORGE GODBER. 'There really wasn*t a decision made. Under the ' 
emergency medical services, one was patching it\ ord€r to provide what one^ 
could in a wartime situatiori^fc meet an acknowledged shortage. There was a 
great shortage. There w^ a series of recommendations produced by a group of ^ 
senior specialists at the Ministry of Health, as it was in ihose days, before the 
Health Service. Their recommendations about the development of consultant 
services were not precisely quantified, but set ouf rather the principles of 
development in different specialties, and the orde/^f staffing that might be 
nee/ded in a hypojthetical district^ or region. Those wefe used not a^J>xact * ^ 
guidelines' as to |iOw many staff wei'e needed, but as general ^idelinip. ^ 
regarding the kind of spread* of specialties that would be needed. They y^sk\ 
generally pretty well accepted, and regions applied them acpording to their 
. own lights. DUt*region^ had been allocated so much money, and they could 
afford only a number of Additional speciali^or other doctors within that total 
* sum of money. Therefore, they started-€own the same road; they went down it 
2ii different paces, according to the amouH of money they had available. Some 
" of them, like the Newcastle .region and the Northwest Metropolitan region and 
/ the Oxford region, jumped in, Tefllizing that thisw^s an opportunity to get their 

hJhd$ on what staff they could while the money was still available, they got * 
off niore^iuickly than otheYpeogJe did. After that, a sort of rationing system 
had to be introduced,* otherwise the southeast Q^j^ngland would have picked 
up all the people in the shortage speciMties such ^asla^esthesioLogy and 
V psychiatry. That rationing system was used simply to allot the available 
number of posts that it was likgjy to be possible to fill-in, say, anesthesiol- 
ogy— to the'areas where the need foi| then) was greatest^ *, * » 

So one' might get in a year applications for 100 different consultant 
anesthetists, and know ttjarT^Jhere were only likely to be 50 suitable people. 
On^ then had to say a^rbitrarUy, "These SO g^t the priority.'' Then one would 
turn around and try to increase the number of training posts in that specialty, . 

• ^ ^'^ ' ■ . -X ' ■ 
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so as to<ibe able meet a large number of applications in subsequent years, 
yfhat is'the way it was done. 

' \ ' 

^ ^ DR. HATCHER: Does that mean that at the»present time you might liave 
twice a^msyiy pedi^ricians per thousand population in one region than in 
another? Or Jhrejs times as many orthopedic surgeons and so forth? " . 

SIR GEORGE GODBER: I don't think there would be differences as wide 
^ as that. .There would be differences of the order, perhaps, of four to three, as 
tetwe^ ^ome of the regions. There would be a concentration of specialists 
/"^und the teaching ho4)itals, because of the teaching and research responsi- 
bUities there. When one gets outside to the nonteaching centers, then the 
staffing at diffi^reht centers will not be widely differing, because this rationing , 
^ system has been operating. There wer/e, regions that were notably parsimonious 
y , and'did not for more staff. The defect.in the system was that it was a 
i:atiohing system. It didn't say, "You will have so many." It said, "You can't 
"^have mora/' If spmeone said we w^nt 10 psychiatrists iirthe coming year, -and 
one knev/that therd were not more than 3 or 4 to be had, one said, "You 
. may have tyde-tniour out of your 10,com)e'aroundnextyearforsome of the 
^ balance. "^THere are-still^ite substantial-differences between regions. 

MS. JtATHRYN ARNOWi'You talked about the long-term general drift to a 
> more sophisticat|d pra<ftice. M-^he^ame Ume, well, not at the samfe time but 
>*somewhat later, you (aid tha/it was possible at the district level or the surgical 
command, so" to speak^ to decide that they were not going to adopt^a (nore 
'expensive practice in the wings. Howiong can one hold off against new types 
of practicesNwhcti they are already, say, in the research hospitals, or being • 
widely used in another cpuntry andyin the literature? ) 

0 ^ ^ ' 

SIR GEORGE GODBER; One of the surgical procedures that ffas been 
pretty widely used in the United St^es is coronary bypass surgery. I think we 
can hold (Jff^that as a routine for a longtime. « 

MS. ARNOW: I have hear^ Jhat the Dut^ch are tlying that, too, and that 
they claim that the Americans are>substituting it for changing their way of life. 
It just happen^ that you hit tjie example »I go^when I put the same question to 
someone else. , - ' ^ 

SIR GEORGE GODBER: It is difficult. For instance, you have done quite a 
. i lot of heart transplants in the United States, though I know you won't be 
♦ r doing-many more*. I believe y5u have only two surgeons'doing active heart 
- transplanting now. In Britain we have ^ad three*- heart transplants done 
^ altogether. I got the experts in this field together §nd they advised and agreed 
to a letter whi<^ I sent out nearly 3 years ago, saying that at that'time we were 
not justified in diverting ^^a resource's tp heart transplanting. would 
contini^g immunological and other research and wait and see how the research 
t ^workers irr t)ther Mointries, meaning this one, got on with it. Somebody 
subsequently leaked^ thi§ to the press. Later, a surgeon did a heart transplant 
and the public and medical press >reacted badly to it. It was really quite 
interesting. But that Is, of course, an extreme exaipple. This was not direction 
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but guidance through consensus on lines broadly supported by the professions 
and the public. 

I think the decision will usually be in a different branch. It is the sort of 
thing, well, my wife knows more about it that I do, because it happened in a 
group in which she was a ftwmber of the management qommittee. One of the 
surgeons started to do herniorraphies on a 2-day stay and then return by 
ambulance home, and ^ftar-care at home. That was being done by a relatively 
few people in Britain at the time. Jhere were two other general surgebns,one 
of whom took it up. The third at first did not, but eventually he had the 
example of his colleagues' waiting lists rapidly going down and he decided to 
adopt the same methods. There is short-stay surgery of that kind, or outpatient 
surgery, which a surgical division could adopt as a policy in suitable cases, in 
^ order to conserve resources for other kinds of work for which there are waiting 
iists. 

MS. ARNOW' So the quality of review of a new procedure and the view of 
the cost benefits, just to use, our expression, takes place really very close to the 
actual practice. 

SIR GEORGE GODBER: Insofar as it is done, but it is not done enough, in 
my judgment. It is not done systematically enough, wifh sufficient detailed 
information. It has. been part of the troubles of the last couple of years, the 
disaffection between doctors and management, perhaps, that^lhe move toward 
closer examination of^work in this way has been interrupte^l. It really fsn't 
simply an economy n^asure; it is much more important as a measure of the 
• effectiveness of therapy. People are apt to think only in terms of saving 
doctors' or other professionals' time in a hospital, and forget how much -of 
patients' time gets wasted. I believe that the monitoring of results is far more 
important as a means of securing the quality of patient care, and a reduction in 
the wastage of patient time, than the reduction in the wastage of professional 
time, about which professionals usually tend to^ie thinking. 

I 

' UNIDENTIFIED SPEAKER: I think my question is a little along the same 
line.'Wg are scared to death of national health insurance in the medical practice 
in this country,* and I ask whether, in Britain, national health insurance is 
discussed reasonably rationally, and do you think that decisions are reasonably 
* rationally made?%. * 

SIR- GEORGE GODBER: Well, we m a moderate lot. (Laughter) I believe 
.on the whole tha{ the decisions that are made are sensible decisions. But I do 
not believe that effort is deliberately directed toward the best sort of outcome, 
as much as it should be. I believe that the individualistic training of medicine 
slill too much conditions what people do. I do believe that the introduction of 
the divisional system, or what is called the Cogwheel system in British 
. hospitals, has led to a more practica\ decision about the best application of the 
^ resources available. 

UNIDENTIFIED SPEAKER: I was thinking more of the general discussion, 
though, not within thejnedical profession itself, but in the general public. 
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SIR GEORGE GODBER: Discussion about the Health Service? 



, UNIDENTIFIED SPEAKER: Ves. 

SIR GEORGE GODBER: I believe that one of the troubles about public 
discussion of the Health Service i\that too many people still start with a sort 
of neon sign in their subconscious that we have the best health service in the 
world. I don't happen to believe that. I think we have a good workaday service, 
*as good as anyone else has. If I am caught short, as it were, in my medical care, 
I would rather that it was in Britain than anywhere else. But I do not believe 
that comment on the Health Service among the public is generally -as 
well-informed as it might be. I believe that a deliberate attempt to inform them 
fully Has riot been made, although there is much more understanding of whab 
are trying to do than there used to be. I think that m^bership of hospital 
iMnagement committees ^d local health authorities and that sort of body 
(now it is area health authorities) means that the public does feel that it is still 
in control of its own Health Service. It does not believe that'it is simply 
exposed to whatever the government or the profession sees fit to inflict on it. 

Now, the best advice on this is sitting at the back of the room. My wife 
should say whether that is a fair comment, if she heard. . * 

LADY GODBER: Yes, I think that is true, f believe the people, who are in 
hospital and so forth are much more concerned with what is happening to their 
own local selves, wh^t is going on in their own mecjical place, than with what is 
going on cut-in the British Medical Association or anywhere else. 

SIR GEORGE GODBER: I believe that in spite of all the headlines being 
made at the present time, the Health Service, when you get out into the 
field, is really going on as satisfactorily as it was a year or so ago. The posturing 
and attitudinizing that the politicans and the leading doctors are indulgingln 
cuts no ice with the general public at all. 

^f^ljNIDENTIFieD SPEAKER: But youv have really answered my two 
questions in the opposite way. The discussion is bad, the ^rvice is gcJOd. 

SIR GEORGE GODBER: Mo, whafl meant on the first point is that I de^ 
not think that the public is informed in depth about the sort of issues I have'^ 
been discussing this afternoon. I believe that it feels generally that it is getting a 
pretty good level of service. I was talking to one of your colleagues just before 
I came in here, and he told me two stories, both about the ambulance service, 
wjiich he and his family encountered in Britain this summer. The story of the 
f/erson who^^llapsed in a London underground rail station with a corontiry 
and was picked up by the ambulance within about 3 minutes and taken to 
hospital; with no argument about where he would go or whether he would be 
admitted because there would be a known hospital to which he should be 
taken. The other account was also about someone who collapsed, but it 
happened to be just outside a pub, and the ambulance was there within 
minutes, again. So was a policeman, who leaned down and said, "Have you 

^ been drinking?" The man recovered enough to sit up, put up his hand and say, 

'"Guilty as charged." (Lau^ter) 
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Now, he didn't go to the hospital, but the point was that the Health Service 
operated fp bring the health resource to him immediately. . 

I belieVe that the Health Service, to most people, is their own family doctor. 
Senator Edward Kennedy, when he came to Britain, mad^ a point wherever he 
went of asking the people he encountered (not professionals) who was their 
family doctor and what sort of a chap was he. He was a bit taken aback to find 
that they all knew and could all make the comment. So it works^ all right. In 
my answer, I meant the 'sophisticated understanding of the detail, and 
discussion of the detail that the kind of service provide'd. That mayiC^^hfactor 
in your excessive litigation about malpractice; it may not be there in Britain, 
because I think it is b^ing looked after, * ^ 

UNIDENTIFIED SPEAKER, Does Britain still have much use of^the home 
as a site of delivery for maternity services, or do they pretty much handle that 
in tRe hospitals? 

SIR GEORGE GODBER: No, not a great dea[. About 94 percent of 
deliveries now take place in hospital. Ten years ago ^lat proportion was 
probably under 70 percent. The change has been very rapid in the last decade, 
although this is one of the things that one Minister recently wanted to put into 
reverse. Maybe he believed that women ought to have labor pains, and I think 
he mainly thought that it -would be cheaper. Such investigations as we have 
made suggest that there is not really a great deal of difference in the cost in our 
Service. In any case, the unquestioned advantage in morbidity and mortality to 
both mother and infant, which is demonstrated by British statistics in 
considerable detail, would not, I believe, permit any Minister to backtrack on 
that. * 
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November 4, 1975 



PROFESSIONAC AUTONOMY, PRIVATE PRACTICE 
AND THE NATIONAL HEALTH SERVICE 



DR. MILO D LEAVITT: Sir George is going ta talk 'to us this afternoon 
«about Profe^jj|nal Autonomy, Private Practice and the National Health 
Service. ' 

SIR GEORGE GODBER: In Britain, the National Health Service employs 
directly or contracts with around 60,000 doctors. That is more than 90 percent 
of the total of economically active physicians. Just over one-half of them are 
working in hospitals, and of tliat half, about five-sixths ar-e employed full time. 
But about three-fifths of the hospital doctors are junior and in pupillage and, 
therefore, their clinical activities are under the directiqn of other members of 
the profession, who are responsible for their training. About 25,000 doctors 
are in general practice. 

Doctors in general practice are not employed on a salaried basis; they are 
independent contractors. They have contracted to provide certain secros, at 
their own discretion as to the content of those services. They are.;4bject to 
terms and conditions of service, which broadly ^.indicate that^&gy are^ 
responsible for, seeing that any patient registered with them receives^L care' 
that he or she needs, either directly from the doctor, if it is wiftin his 
co'mpeten9e, or by reference to ^ specialist, if it is something that sho^d be in 
the hands of a hospital specialist. So, the general practitioner is the portal of 
entry to the whole Service. 

Payment is made by a rather complex method, but one-third to one-half of 
it is included within a basic practice allowance. At the be^nning of the Service, 
the doctors j^ere very anxious not to lose independence, as they thought they 
would -if they became s^aried officers. They were not prepared to consider 
even a part-salaried? part^apitation basis of remuneration. That is why it is 
termed a basic practic/ allowance, but it is barely distinguishable' from a 
part-time salary. However, the proprieties are preserved. The balance comprises 
capitation and some fees for work under the heading of *Mn accordance with 
public policy/* This does not mean that practitioners are told they must do , 
thisx)r that; it means that they are given incentives to undertake some work 
which is not part of the ordinary treatment of patients, including preventive 
activities like immunization or cervical cytology. And if they do that work at 
their own choice, within the limits set . by public policy recommendations 
coming from ^he<enter, then they are paid an extra fee-per-service for it. This 
is quite a small part <)f the total remuneration. 

There is also a small group of physicians engaged in preventive clinical work, 
exemplified by the School Health Service. They are, as they were long before 
the National Health Service, salaried doctors. There is a group of physicians, 
als<? salaried, engaged in medical administrative work. There ar^ others not 
•emploj^d in the Health Service, but employed by the military, industry, 
Medical Research Council or by the universities, and they ar§ either salaried or 
working on grants from the Medical Research Council. Nobody has eve^/ 
considered salary paid by a university as dtislavement. 
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The whole National Health Service scheme is predicated on the justification 
for obtaining treatment being medical iteed. It is assumed that services that are 
needed will be made available, so far as they are practicable in Britain. If a 
service can be prpvided for the benefit of one person, then any other person 
with the same needx)ught to be able to get it. 

There is no payment at the time of use, except for certain kinds of supplies. 
For example, drugs prescribed for patients who are not inpatient J,of hospitals 
are provided only after the payment of a relatively small sum, a great deal less 
than the price of most drugs. For some t)ther appliances, like dentures, for. 
instance, the^sunt, which is perhaps one-half the cost, is paid by the patient. As 
mentioned m our \asX session, there are charges for appliances that are akin to 
garments, such/as surgical boots ihat may be worn with certain orthopedic 
appliances. If th&se boots were not worn, the patient would be having to buy 
normal boots, therefore, he pays a sum toward thq cost of those boots or other 
tfeigsakin to garments, such as surgical belts. 

For spectacle*, wlxgt amounts to almostdhfi. production cost of lenses and 
framed of a simple kind is paid by the patient. However, the patient can pay for 
frames of his choosing,^nd optometrists have a way *of producing new kinds of 
frames that tn^y be thoi^t to make the wearer more attractive. These frames 
do not readify get into the schedule of frames available under the NatttrrrST 
Health Service, but. a good standard type is provided. There is no charge for 
artificial limbs or hearing aids. There also are means for meeting the charges, 
where charges are made, for people in need through the Social Security* system. 
Additional sums can be made available from the Social Security side of the 
. Health Department to meet, for instance, charges for appliances', if the patient 
is unable to pay the small amount involved. Thisris such a, blanket provision 
that 47 percent of all dental treatment is free. I^fcould also have mentioned - 
there is a modest charge for each course of dental treatment for adults, and 
that this charge covers a full course, even if the full course amounts, to a very 
extensive i conservation program. Dental treatment provided tor children, 
expectant motheYs ^nd old people is free. , 

Sixty percent of the drugs prescribed in general practice are dispensed free 
because of the eligibility of the recipients. 

. Use of these services is optional, but there is no grant in aid of private care. 
It is a breach of the terms of service for a doctor who is in general practice 
under the National Health Service, and who has accepted a patient, on his list as 
ope of those for whom he will care, to take any fee for National Health Service 
treatment from that patient. There are some things he cian do. He can, for 
instance, sign patients* forms for getting passports or international certificates. 
Now, that is not hiedicaf care, but he, signs them because doctors in Britain are 
considered to be reputable people Who can be relied upon to sign that people 
are who they claim to be. Until a change made a year or so ago, the doctor 
* could, receive a fee for providing a prescription for an oral contraceptive to a 
woman seeking to obtain those preparations on social rather than strictly 
, medical grounds. 

A public patient in general practi(;e can be a private patient of a consultant. 
^ I recently went to see a consultant. My general practitioner could have referred 

me to that consultant as a pnvate patient, had he chosen-had I been prepared 
to be treated outside the National Health Service. J was going to my GP as a 
National Health Service patient, but I did not wish to go outside the NHS, and 
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^ people seldom do. However^there are occasions when, for fnsta nee, parent of 
a child who, the general practitioner 'thinks- nii|ht' n^ed a tonsHlectomyv 
knowing that there is a fairly long waiting periodijand intending to take the 
child away, shall we say for summer vacation, ao^ wanting to get the job done 
before that happens, may^sk the general practitioner to refer him to a 
consultant privately. - ; < 

A, private patient 9f' a general practitioner can be a public n^tient of a ' " 
consultant. Someone who is r;ot on the general practitioners' list can be sent to 
a hospital outpatient department for consultation inexactly the same way as a 
public patient would be. A private patient'cannot be prescribed drugs under 
fhe Health Service. The profession has always argued that this privilege should 
be available to them, and there have been Ministers who have arrived in office 
inclined to effect this, but have changed their minds on examining ^e 
implications' of such a change. A change would introdiice great complications 
ab<5nt the checking of preicnbing. 

Probably 97 to 98 percent of the j)Opulation have registered with a general 
practitioner, 'and th^ have made their own choice of general practitioner. It is 
true that V you are a newborn baby, you do not have much che^Hte, but your 
parents can be held to be competent to make the choice for ypu? Otherwise, 
one makes his own choice-unless one simply, says to the Executive Council, "I> 
do not mind your putting me on the nearest man's list." And if he is prepared 
' to take^.you, then you go on that list. Bdt change is possible and if a 
disagreement occurs between patient and doctor, as m,ay well happen, the 
patient can say to the doctor; "^i want to go to another doctor,'* ahd he is 
entitled to say, "Well, I do not think you should." However, the patient may 
still say, "Nevertheless, I will, and I give you notice of thy intention to change, 
ancTl month from this date, I shall ask the. Executive Council to change my 
mgistration over to another doctor." The general practitioner might suddenly 
take a dislike to you and say, "I h^e decided that I do not want you or your 
• family on my list- any more. You were /shall we say) grossly abusive to my wife 
when you telephoned in my absence yesterday, and you can take your business 
elsewhere." He then has to give 1 month's notice, but he can diVest hihiself of 
that patient. There -are in any community a ver^ few people that-nobody 
would want to have on his list; the usual gentlemen's agreement among 
doctors is that everybody takes his turn with such patients. The doctor 
. exasperated with behavior over a long tin«kef unnecessary calls and that sort of 
thing from a particular family will s^y, "Now, look, you have been with me for 
2 years and that is all I can take. One month from .now, I shall ask the ' • 
Executive Council to take you off my list, and I suggest you goto one of the 
other doctors in the town." * 

<* • ^ 

^UNIDENTIFIED SPEAKER: Do patients' records follow them as they 
move around? . . * , 

SIR GEORGE GODBER: Yes, records are transferred from doctor to 
doctor. They are not the property of the doctor who made them. They are 
attached to the patient, but are not given to the patient. They are passed to the 
next doctor through the Executive Council. 

'A totaUof 2.2 percent oMl hospital inpatients in 1974, for whicfi I have . 
fig^jres, were private. But, oi^l.l percent of the beds were beds for paying 
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patients. They are specifically designated for use^by paying patients and they 
usually are different only in certain amenities. They are usually l -bed or 2-bed 
room^, and most beds, even in the new wards in Health Service Hospitals, are 
in 4-bedl)ays. There will be a sufficient number of single beds for use by those 
■needing them on medical grounds. 

Most paying patients are those suffering from acute illnes^. There are, of 
course, sonle. pay beds in hospitals for the mentally ill, and even^ a few in 
geriatric departments. But the great majority of them are for patients who 
would^therwise be in the general wards. /\ 

Tjere are two large insurance schemes with a total premium Income in the 
last7ear, for which Lhave figures, of £36 million. That is rather les^than 1 
perce^nt of ^le cost of the National Health Service in that same year, The^ paid 
out about three-fourths of that in benefits to patients; I am in no position fo 
■ tell you how muc{i goes into^the administrative costs of these schemes. I am 
, not suggesting that these costs would amount to the remaining one-fourth, but 

I guess that the percentage is a ^od deal more than the 3 percent which was 
the administrative fraction of total National Health Service expeitdituce. 

Fees for paying patients in pay beds dfigi^ially were controlled, but they are 
controlled no longer because of pressure by the profession-which said that it 
was quite wrong that anybbdy should attempt to classify operations as minor, 
intermediate, or ifiajor. We had, in fact, included such a classification irt 
regulations made right at the beginning of thp Service, and doctors got more" 
and more indignant about»it and pressed us to'know how we had made this 
particular listing, which we though was out-of-datefand which "we were ready 
to alter with their agreement. The existing list was, in fact,, based on the list 
drawn up by the^ profession for* use by pne of the major private insurance 
agencies. After all, there are such 4ists in the United States. This ^episode 
reflect? the rather resistant attitude the profession takes to anything 
surrounding private practice. * . * * 

There is complete clinical freedom in general practice. The contract is to 
provide service, and that service M|t' subject to approyal or report; General 
dental practice is paid by item of service and is subject to approv.al for major 
estimates, and to report after inspection by a departmental dental officer on a 
small percentage of "patients. General medical practitioners are paid by 
capitation, not by fee per Wvice. And that really is the, difference, (n effect, 
one is telling a doctor that he will get a basic practice allowance for running a 
satisfactory general practice in the health Service. It will be larger if he is in-, 
* group practice; larger, if on entry he has had approved training befbre entry 
into general practice; ^dahe allowance will be subject to seniority additions 
after lo4iger service. For tfl^rest, he is given so much per bead of those on his 
list, and he is expected to provide wfiat they need}. It is up to him to see that 
y\ the service is up to the level of his patients' needs. 

Doctors ire free to prescribe any drug, and they do so. They get showered 
with advice from the drug firms, about the benefits of providing particular 
proprietary preparations. They get a much lighter shower of advice from expert 
committees of the department and through a journal financed by the 
department, but nm -by a professional comrpittee. The department finds tHe 
staff of the comi^ijtee, but the committee consists «f members of the 
profession appointed after consultation with them. The committee runs the 
journal with any contenyt pleases. It has been a successful journal of advice ort 
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prescribing methods, usually with a series of -short artkles on topical subjects. 
It was so successful that the Swedes for a long fimo-bought it in bulk and 
circulated it. The Australians also used to buy it. ' 

The^ prescnbing costs of each physician are checked ^n the course of the 
paying of the chemists* for the prescriptions they dispense. Physicians who 
prescribe more than 50 pe^nt above the area average per head may be 
visited by doctors from tfre depart.ment to discuss the reasons why their 
prescribing may be excessive. Those reasons may be entirely understandable.^ 
There are some condirions where yery heavy prescribing is inevitable. Let .us 
say, one has two or 'three inconrinent patients on^one's bst that use large 
amounts of dressings and substantial amounts of expensive drugs. This may 
push up the individual's cost unduly. ^An older doctor may have an 
older-than-average practice population, and therefore he is more likely to 
pr^cribe drugs. Exceptionally, someone whose prescribing continues without 
pparent justification well above the tevel of his colleagues in the same area 
may be taken before the local medical committee (a committee set up by the 
profession.locally) as one who has been prescribmg excessively. 

There is another aspect to this. A man could prescribe drugs with great 
freedom simply on the patients' request as'a means of attracting patients, and 
because of this possibility, the doctors themselves were not enUrely ill-disposed 
toward, having this sort of chec| placed on them. InJact, it is not a very 
onerous business, yowever, if somebody goes oft prescribing at a greatly 
excessive rate, regardless of representations to him, he may be penalized for 
prescribing large amounts, especially of expensfve drugs, or simply because his 
total cost in prescribing is much hig^r 4han that of other doctors. 

I mentioned previously the man who in the course of a year prescribed very 
large amounts of tetracycline for topical application to varicose ulcers. In 
anotfier instance, a doctor might prescribe somethihg-one of the high-protein 
milks, for example-as if it were a drug, needed by his patient, who might, ip 
fact, really want it as a food, which it is. If that happened, it would be referred 
to referees, who would say, "This is a food and not a drug," or alternatively, i^ . 
it were, a different kind of preparation, "This is § cosmetic, and not a driig.'* 
The .general practitioner would simply be told, "We do not pay for that 
prescriprion; you do,*' which- would deter him /airly quickly. 

I mentioned some of the preventive activities, among them cervlfcal cytology, 
for which fees are paid. I picked this one because it shows what is meant by the 
definition of what is public policy. It^was decided to establish a generally 
available service of cervical ^vtology for aR women 35 years and over. If it had 
been proposed for all woi^jjjpire might fincl women under, age 35 having 
, smears taken rather than th^Wver 35 who have muckgreater^risk, but might 
be less willing to undergo the procedure. We were very cognizant of thp 
problem presented by a young married woman of 35 with a posii^e smear, and 
nobody really knows what should be done in thqje circumstances. There are 
some^ surgeons who might do a hysterectomy; thSfe are others who would 
merefly say, "No, this is very uncertain. We must repeat this smear every 6 
months^/' TKat could condemn the girl to^a life of uncertainty, unless and untiL 
the smtir reverted to normal. The policy was subsequently modified to include 
women lyider 35, who had had three^hildrei\. This w&s on the general basis 
that the problem is not nearly so difficult with someone wh</has completed a 
normal-sized family. Repeat smears can^ taken every 5 j^ears-or if the first 



smear was unsatisfactory, a repeat can be done at once and paid for in ekactly 
the same way. -TTiere is nothing to present the general practitioner wanting to 
take a smear from getting it examined. He would be doing something^he was 
not asked to da.as an item o[ public policy, and he would not be paid extra for 
it, but he could get the laboratory examination of the smear just as if it.\yere in 
the public policy group, and many do, • / . , 

: I have gone into that in detail because.it shows that fees are an incentive for ^ 
optional thiflgs that government hoped would be done as a pYeven^ive program. 
If there are other things that the physician wants to do,' like immunization ^ 
against^influenza, which the department did not want to encourage, there is 
nothing to stop the physician from doing them. He can get the vaccine free 
under the Health Service on payment of the prescnprtion charge by the patient 
and administer it. But the department is not going to pay for that. If the 
physician thinks it is his duty, he Q3n go ahead. So that does i;ot restrict the 
, practitioner's frfedom. It simply does hot encourage him tp do things which 
expert groups have adfised, as in'the case of cytolo^, should nof be generally 
[MTomoted. 

Now, supposing the general practitioner fails to fulfill his terms of service; 
supposing he is called to see someone at home and 'does not go, or that patient 
is seriously ill; and the physician delays a visit. Finally, perhaps, another 
physician is called later in the day, and the patient goes to hospital and perhaps 
^does not' survive, or does survive a very stormy illness. A complaint may be 
made'tQ. the Executive Council by the patient or a relative that the terms and 
conditMs^f service were not fulfilledr that is a breach of contract. And for , 
that breach of contract, the physician may have a censure or a withholding of. 
some part of his mo/ithly check. But supposing he did go, and made a mistake, 
having been reasonably careful, but he made an enor of professional judgment. 
He would not be disciplined for that, 'if he took reasonable care, but* the 
patient mighJt have grounds for action in the courts in that the doctor had not 
shown the SKiUs that he should have been expected to show in f^oviding-thC' 
jjarticular treatment that he did. He can be guilty of malpractice without 
having been guilty of brez^^ of his«terms of service, and then, it is the courts 
and not the service that will penalize him. But if he fails to fulfifWiis terms of 
service to the patient, then the service p*enalizes'him. There^is an ap^al against * 
this. And the Secretary of State may, in serious cases,*appoint three p«)ple to 
conduct the hearing of an appeal, usually alawyer, a departmental UocUA^nd 
a doctor nominated by the profession. On their r^ort, he makes a d6cision/AlL 
cases of severe penalty go before a medical advisoo^mmittee of which one of 
the Deputy Chief Medical Officers is chairman, and 3 Britj[sh Medical 
Association -nominated doctors and 2 other departmental doctors attend.'They 
usually agree on whether the action taken by the Executive Council wa^ 
adequate, excessive or inadequate and the penalty can be adjusted accordingly. 
But again, these are not matters of clinical judgment, and for those; the patient 
has recourse to the courts. * . 

The right of the patient is to the medical care that he needs. But that does , 
not mean right to immediate^^endance, regardless of convenience. The 
patient who ha* had pain in thwack for 3 weeks and thinks that 9 o'clock on 
Sunday evening is a good^time\o get the doctor in because the television'' 
program is not very good may\)t get the aoctor-quite natuj-ally. But 
supposing the patient has, say, swnptoms suggestive of an acute surgicd 



abdominal condition, then that doctor will go to attend him even if it^is the 
middle of the night. He either goes himself or he has provided for a deputy to 
go. This business of provision of deputies is a matter of concern at the present 
time. Doctors are entitled to arrange for appropriately qualified deputies tojict 
Jor them if they are off-duty or away on holiday or sick. These sometimes are 
provided by commercial deputizing services, and some doctor^ have tended to 
write-off their night-time commitment, as it were, by referring much of the 
emergency Avork to. deputies. Moreo^, there may be deputies over whose 
competence and assiduity the doctor hinteelf has no control. The deputies may 
also fail to pass on information about the patient, and there is a danger in this, 
to the principle of continuit> of care, which is fundamental to British general 
practice. Then, too, the great majority of doctors now do their consulting work 
on an appointment basis, instead of having a large waiting space and just 
announcing certain hours within which they will see patients and all other 
comers. That,, again, can become an. obst^ to consultation at the right time, 
and there is reason for reviewing such arra*^ements. ^ 

'Rega^diftg consultants. The consultant as appointed by a regional hospital 
boartJ*^r hospital authority on the recommehdation of a professional advisory 
appointments committee. The advisory appointments committee normally has 
a non-medical chairman, usually a person experienced in this sort of work, and 
i4 has a specified constitution, including^ medical and non-medical nominees of • 
the management committee or the health authority of the area in which the 
doctor is going to work, nominees of his future colleagues and one mdependent^ 
nominee from outside the region-from a list provided by the appropriate 
Royal College and the nominee of the relevant university. Thus, one has an 
almost entirely professional committee which makes a selection on good 
professional grounds, and is not excessively exposed to local nepotism. It 
makes an assressment of perhaps half a dozen people after interview, and will 
recommend Drs. A, B, and C, in that order, as qualified for the post 
advertised. It would not provide more than three names. 

The regional board, almost invariably, takes the first recommendation^ I can 
recall one instance when tRey did not, and took the third recommendation. 
The reason was that, although the hospital concerned was set up by women 
and staffed by women, a predominantly male advisory appointments commit- 
tee had<^hosen to put the most suitable woman applicant for the post third on 
the list. There was not much doubt that this was unjust as well as unwise of the 
advisory appointments committee. -As a matter of fact, the chairman of the 
board talked to me about it beforel^and, and I told him what his rights were. 
The board exercised its right and took the third choice. 

The appointee to a consultant job then accepts the commitment to do 
certain things, to give all his working time, or, perhaps, nine-elevenths of his 
working time, to looking after an'appropriate sectiorl of the work done in his 
specialty in his hospital involving, shall we say,"chargi of patients in particular 
bedi or consultative outpatient sessions-there will always be both in the 
clinical specialties-and perhaps, operating sessions, if he is in one \>f the - 
surgical specialties. If he is in a laboratory specialty, he accepts responsibility, 
shall we say, for the chnical biochemical work of a district laboratory. He then - 
worlcs as he chooses. He has responsibility; he has junior staff and support, antf ^ 
he is responsible for organizing their.work. He can be cited by ih6 employing 
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authority for failure to perform his duty or for negligent performance of his 
duty, but not for the clinical^choices that he makes. 

To go» back' 'to cervical cytology, the gyne(fblogist who choosas in a 
particular ca§e to do a li^sterectomy ^here i? may be customary or have 
been custibmary^o treat such pMients by radioiherapy in that particular 
departmertt will not stand to be questioned b> the employing authority for 
making that choice. Of course, if he makes an inexpert choice, he may be 
challenged by the patient, who may thinK she has suffered because the doctor 
did not show appropriate attention to her case. But in the last 10 years we have 
been developing within our hospitals a divisional system under which there will 
'be, say, a division of surgery in a hospital which can review the work dond by 
the whole group, and tlje resources available to it, and try and achieve the 
most rational use of thos^ resources. It also tries to share among the surgeons 
^e help gi\#fi by the junio"^aff and to share appro prjalfely among them access 
^o operating theaters and ^tpatient time. 

Supposing a particular surgeon asks the hospital Authority to obtain a 
particularly expensive appliance, or even to use an especially expensive brand 
of a particular drug, he may be told by his division that, in the lij^t of the 
resources available, it cannot be afforded, flis professional colleagues" will make 
the recommendation although the final decision is the responsibipty of either 
the medical executive committee made up from the divisions (if it has 
jlelegated responsibility), or by the authonty itself. 

Of .course, what doctors choose to do has to fit in 'with the nursmg 
organization. It is, for example, no use cardiologists' deciding that they will 
organize a coronary care unit, if the nursing organization is unable to meet the 
nursing requirements ol^-wch a unit. In this regard, there is not as close 
cooperation as there owght to be. ' ' 

If a docto1-*K"s(jjSsistently failing to carry out his work successfully, or if, 
say, he is an anesthetist and is believed to be sniffing his own drugs (one of the 
hazards of anesthpsiology), then the hospital authority <ouId inquire into the 
facts 'and decide to dismiss him. The first case I remember of that kiniwas a 
radiotherapist, who tried to insert radium needleS into the tongue of a patient-- 
the physician was said to have had too much to drinlc. 11 was alleged that there 
had been other similar incidents and his employing authority decided to 
terminate his contract. Any such dismissal is subject to appeal to a committee 
which has to be chair^ by the Chief Medical , Officer of the department, which 
consists normally of twtp representatives of the profession and two pecJpl^from 
the department, one of them usually a consultant-advisor in the specialty in 
question. Appeals are not by any means always successful. I recall one case in 
which a teaching hospital wanted to dismiss an orthodontist who had declinejd 
to carry out treatment in accordance with what he had been told to do by the^ 
senior orthodontist, who had no poVer to direct his clinical activities in that 
way. The hospital board of governors was angry because it was told that that 
was the man's clinical freedom, which should not have been imposed upon. I 
recall another case where a mefdical superintendent of a ment^iHiospital (who 
was a very good psychiatrist and had done a great deal of good work in the 
hospital) was said to have becoijie autocratic and overbearing to a degree thaj^ 
made i^ impossible for his colleagues to work with him. His contract was 
terminated by, the ifcspital authority; his case was considered dn appeal, and 
the decisio/i confirmed. 




\ 

Guidance on clinical policy may be given on the authority of a professional 
^kdvisory body from the center. The very first one I recall was guidance about 
the kind of apparatus that shobld be KSTd available Tn the hospital service for 
dealing with respiratory faUure in polionlvelitis. It was just after the 
Copenhagen outbreak, when positive-pressure, Artificial re^spiration through a 
tracheostomy was widely used. Instructtons were not issued, but everybody ' 
Jcnew that the tank respirators that we had at that time were less successful 
than others, and hospital authorities were enabled to have th^ nev^ apparatus 
available. But that was done on professional advice. ' ^ ^ 

Then perhaps the. clearest example of prescription which has been generally 
adoptee} is m the immunization schedule. We pay general practitioners extra for 
any of the immupizations in that schedule, but not if they do some other 
immunization. That schedule was drawn up by an expert committee including 
general practitioners, consultants, neurologists, bacteriologists, and epidemi- 
ologists, chaired by Sir Qi*les Sttwrt Harris, who is a world authority op this 
subject. There has never been any real challenge to that advice, and practically 
everyone follows it. 

Again, advice was formulated by our standing advisory committee on the 
prevention of hemolytic disease of the newborn. And steps were taken to 
obtain anti-D*globulin for general use in the prevention of rhesus sensitization. 
^Advice wai given to pediatriciail^, other hospital staff and generaf practitioners 
about selection for operative intervention on the newbom^^h myelome- 
ningocele. That advice was draWn up by an expert group, after a large 
conference had been hjeld and endorsed by the standing medical advisory 
committee. This was distributed to all doctors concerned, and neonatal 
mortality from spina bifida did increase within 3 months of the advice being 
disseminated. This was not a question of an^iody^being given a direction, but 
in a very 'difficult field, the issues were examined and guidelines were suggested 
for people to use if they chose. 

-A clearer example, perhaps, was the recommendation of an expert group 
about transplantation of the human fteart which I mentioned earlier. The 
expert group included all the leading people interested ingoing this sort of 
Nvork. THere was general agreement that what had been done was right. 

I 'remember a particular ekample of an ambulatory, method of treating 
varicose veins which was fairly/widely adopted. The department had financed a 
special study, vAdch was published »afid showed that the technique was an 
economical One, and was as effective as the sflrgical nfethods then being used. 
It did not issue any kind of directive. 

We have tried to handle the difficult problem of tonsillectomy, but we cair 
never obtain clear professional advice about it. The Medical' Research Council 
has no! yet succeeded in devising a controlled clinic^ study, although a lim|ted 
one was done with the support of the Nuffield Provinci^ Hospitals Trust'. No 
clear advice has been issued on tonsblectomy, but we dame neflrerHpi giving a 
direction^ over this;L than anything else'^ because there, were at one time some 
ptologisti^who wiere refusing to . allow parents to visit . their children 
immediately after tonsillectomy. The departnient did not Issue a direction over 
that even, but all hospital authorities wefe told that the standing medic^ 
advisory committee had endorsed the strongest kind of advice that visiting 
should be permitted. That advice was also communicated to the chairmen ot 
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the hospital niedical committees in a letter from the Chief Medical Officer, but 
no order was given^ . i 

Now, as to pnvate pradlce-Mr. Bevan,.who was the Minister who 
introduced the National Health Service, was, of course, a Labour MSriber of 
Parliament with a,very progressive, approach, he was a deeply interested man. 
His party was opposed-to pay beds, but there, were pay beds in the voluntary 
^ hospitals that were being taken over-a small number of them. They had been 
establishe^ot for wealthy patients, butjor patients not sufficiently welj-to-do 
to afford admission to such small pnvate hospitals as existed before the Health 
Service caine in. In the end, Mr. Bevan came to the conclusion that he woald 
get better cooperation from the consultants if he allowed a small number of 
pay beds to be used-and as I have told you, this is only about 1 percent of the 
total. The consultants who were doing private work would then do much of it 
inside the hospitals and not be sp much away from the hospital practice which 
ought to be the major part of their work. He made that concession in spite of 
opposition withm ms own party-and he had to carry it in open argument ip 
Parliament. He also made a concession about general practitioners m health 
, centers, that they should be allowed to undertake a limited amount of private 
practice. ^ , 

At the beginning we liad' limits to the fees that could be charged in pay 
beds. These were subsequently removed because a fater Minister, vC^ho was a» 
lawyer, had doubts as to whether it was legal to pr^jscribe them, -^hey had then 
been running for '17 years ^yithout anybody challenging the legality in the 
courts. In any case, the profession was always asking Ministers to remove th'e 
charge limitations. There was undoubtedly occasional misuse of thia priVilege 
of private practice. There were good, young doctors who kheW of occasional 
cases in which their seniors had absented themselves from their proper hospital 
work in order to deal with private cases. It was a common jibe that the first 
case on any consultant's operating list, if there were pay beds in the hospital, 
would be whatever paying patient be happened to, have in at that time. It was . 
always believed that in the radiological department, the private j)atienfs got in 
first. I have no doubt that such abuses did sometimes occur. Whenever' they 
were repojteci reliably, they aroused great resentment, perhaps more among 
the' nurses, other lower paid hospital staff, and among som* junior doctors,** 
than In the public. Abuse was certainly believed to be more widely prevalenjL-- 



than I think it^ctually was. The best consultants, ^frf^gii majority of 
consultants, fook great care not to abuse the principle of equality of access 
to needed care, but it certainly was often easier to get admission to pay beds 
for non-urgent surgical intervention. That was not necessarily misuse, but it^ 
was a source of discontent, and is the sort of thing to which the Labour Party, 
now in power again, understandably takes the strongest exception. It is a point 
which could perfectly'easijy have been met by saying there will be a common 
^ waiting list, all patients will be admitted in prd^r of medical need, and the 
private patient will take^hatever Jum is appropriate on that ground-and 
v/heB his or^her turn comes, will be admitted to a private bed. I'have met 
you^g doctors who have so strongly /disapproved *of this sort of thing that,«for 
instance, a senior registrar, himself quite ^ear reaching the consultant grade, on 
being asked by his consuhant if he would keep an eye on a patient in one of 
the pay beds while the .consultant wa$ away for the vyeekend, said, "No," I do 
^Nfiot approve of private practice in hospital. You will have to'get one of your 
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colleagues to do that" I believe that to be a perfectlylunderstandable attitude 
in the circunistances. The stojy was told me by the consultant concerned as 
evidence of disaffection among junior staff. I think it is evidence of a different 
\ kind of principle*, adherence to a perfectly valid.principle. 

I had better explain that I have never had a fee from a patient. I ended up 
an office doctor because I was determined from the time before I was qualified 
that I n^ver would. You will see that I am dearly on the side of the whole-time 
consultant, which i^hould have been had I qualified 10 years later. But that 
does not mean I would favor coercing others: 

I mentioned that 85 percent of the consultants in Scotland are whole-time; 
against 48 percent of the consultants in England, The grievance is concen- 
trated,'^ther^fore, a|nong rather less than one-half of the consultant body, and 
principally, among bnly a minority of them. I will say bluntly that I bebeve the 
current dispute has fee^n mishandledy^ both sides, I think the Jail has been 
wagging the dog in that the interests of the minority of people With substantial 
amounts of private practice have driven the rest of the profession m this 
dispute, and that they have sometimes been indiscreet in what they have said 
and what they have^demanded. ) 

I am bound to say that the.Minister has behaved provocatively toward the 
^ .doctors in the circumstances, but there are a lor of other staff who would have 

resented anyt|^ing less on her part. Now, she,, the I^inister, is a politician, h is 
for her to decide how provocative 'or not she should be and to whom. 
Nevertheless, the combination of these two factors, along with other problems, 
has'produced the worst dispute that our Service has ever had! U could not have 
come at a worse moment, because the worst feature in the Health Service at 
* * the presem time is lack of money to develop it for the non-fee-paying patients. 

It is not universally believed that the reduction of private practice is really a 
threat to freedom. Many general practitioners have chosen hot to do any at all, - 
They do not feel that their freedom has been reduced, neither do the Scottish 
consultants seem to feel that way. I do know that some very well-motivated 
consultants, and somexjf them young, have felt that this is only symptomatic 
of an invasion of the proper freedoms of the profession, I do not include 
among freedoms of the profession (and nor do they) the right to exploit 
patients for whatever the traffic will bear. I do not mean that sort of attitude 
at all. I believe that it is probably the way in which the attack has been made 
that has antagonized some people like that. I mention that there are other 
consultants holding the sort of vie^ that I do about practicing privately, wfio 
might well take the opposite view to that, and feel that it is purely mercenary 
that the profession should take the line it does. My belief is that the middle 
way is really the answer. 

This is a conflict of personalities, perhaps ill-advised, of people having 
temperaments unsuited to the purpose in hand, ' ^ 

Well" that is as far as I go this afternoon. 

DR. MIIX) D. LEAVITT: Are there any questions for Sir George? 

DR. CUFFORD MALONEY: J think I have waited a suitable period for 
more appropriate questions. I think the last suggestion centers on why we 
in the United States are so afraid of centralized government-! do not want to 
suggest aivything about the British experience-but the issue is, the issue I am 
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raising, is to what extent the rights of the people in the $ervice^ not xKi 
. patients, nofkthe public, and the practitioners have^been specifically attended 
To if it is to avoid abuse. lit particular, I do not believe that the right of appeal 
means a lot because there is a tremendous tendency for appeal boards to back 
up what was said at the earlier stage. Or do you not think so? 

SIR GEORGE GODPE'R: , I do not think so. I chaired the appeal on 
Consultant dismissals fQ^ 13 years, and there were not very many, perhaps a 
dozen or so. Because ^of the length of the period, I certainly chaired more 
appeals than anybody else has done, and I am sure that everyone had a fair 
crack of the whip. I recall the case of one pai;ticular consultant, whose 
appointment was terminated, because all the general practitioners asked that it 
should be terminated. They would not trust their patients to his care. The 
situation was examined exhaustively. If a consukant ftas completely lost the 
Jrust of his colleagues, who have been sending him patients in our system (he 
would not get them in any other way), then cannot be permitted to continue 
in the position, in a relatively small district. To do so would deny^hose patients 
surgical attention from^someone else who would be acceptable professionally 
to his colleagues. The man was looked after and put into another post at a 
sub-consultant level, he was not turned out into the cold. From my experience 
of the handling of this sort of thing I would say that it erred in the other 
direction; I could have found-anyone who really knew the people involved 
could have found- many more people who might, for the publit good, have 
been removed from their jobs. • 

DR. MALONEY: In all facets of life, we have this difficulty. Centralization 
puts power in people's hands, and there is a great deal of attention to seeing to 
it that the people subject to the power behave, but is there enough attention 
given to see that the people with the power behave? ^ 

SIR GEORGE GODBER: I think that the Health Service is rightly hedged 
around with all sorts pf safeguards against that. The result has been that too 
little severity has heen shown on occasion, and that too great a freedom has 
so^ietimes been allo>yed to some of the pebf^le involved. I^chaired for some 
, years the committee^llat considered serious cases against general pracfitipners, 
some of whose remuneration had been suggested should be withheld. I^was 
very conscious of the fact that the general practitioners' colleagues, who were 
three out of the six forming the committee, always looked at these cases on the 
basis of, "Could that have been me; could I have do|e something like that?'*^ 
And if they felt that way, they would recorhmenci more tolerant treatment of 
him. And \ would always take the same view in such cases. Again, I would say 
tha^ the benefit of the doubt always went to the man concerned in such a 
things which amounts, after all, to just withholding of money. There is a defect 
in this in that, there is no way in which the doctor can complain about the 
patient. Some patients are totally unreasonable. But possibly they are totally 
unreasonable on what could be pathological grounds of a psychological nature. 
Power can be misused, yes; but if one has no pdwer at all, the situation can be 
abused in the most extreme way by the professionals concerned. ^ 

I am not making any judgments about^his. I am 6nly rep^jting somjething 
that was on the radio news last week: seven doctors in the District of Columbia 
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had sums exceeding $100,000 paid to them under Medicare/Medicaid last year. 
I do not even Know if that is true. All I will say is that I do not believe that 
there is any doct9r whose professional work of any kind is worth, $100,000 in 
a year. You might say that I am just an egalitarian. All right, that is still my 
belief. 

DR. GORDON HATCHER: A point on the question of centr^zation which 
is more of a concern, I think, than decentralization. For the first 25 years of the 
Health Service, ft was decentralized in how many different ways? How many 
' local executive councils were there? How many regional boards? 

SIR GEORGE GODBER: There were about 140 executive councils and 14 
regional boards, plus Wales. These covered England and Wales. 

DR. HATCHER: Did e^ch of them have multiple nominations of profes- 
sional and non-professional members? 

• SIR GEORGE GODBER: Yes.- 

DR. HATCHER: So, in a sense, it is a highly decentralized adnjinistration, I 
think, without parallel. Lwant to ask you a question that perhaps you can 
answer: What steps are being taken ot are bkely to be taken as a result of the 
present crisis? j » 

SIR GEORGE GODBER: A Royal Commission has been set up. I only 
know this from the, press, of course. If you want to read an exercise in 
intemperate commentary, you will have to read The Times* report of the 
House of Commons debate just after this announcement, and you can take 
your pick betw^n the sides. It is a toss-up, as far as I am concerned I believe 
that the Royal Commission, if, it looks seriously at the problems of the Health 
Service, cannot fail tQ,say to the government of the day that the most grievous 
problem of the Health Service is its underfunding over many years, It had 
virtually no major capital development during the 1950's. The amount of 
capital provided for building a new system of hospitals had since that time to 
be developed. But today, with the Health Service having just reached the point 
of spending £250 million annually on hospital building, it is going to be cut 
back drastically, as it must be in Britain's present financial situation. 

I am not quibbling about that, but I am sure that the Royal Commission is/ 
certain to say, loud and clear, that the main problems of the He4th Sendee - 
arise from underfunding. I think it is going to be,pi:ecluded from deahng with 
the question of private practice and pay beds; the argument being that such is 
really not a National Health Service matter anyway. 

I believe the Commission may have some comments on the reorganization, 
and there is an anomaly in the reorganization. It was necessary to fit in with 
political reahties about elected local government, and that meant having an 
area tier in the hierarchy region, area, district or losing the other two. So that 
instead of having jonly region and district, one has to havenhe area because 
there %re certain functions to be discharged there. If there were a regional level 
of government for other purpo^s as there may soon be in Scotland, it would 
be a different situation. So, I feel thrft there will probably be recommendations 
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about that. This government has at most another 4 years to run. British 
governments do not usually run their full term, but it has at most another 4 
years. 

The Royal Commission, the chairman of which is not yet appointed, can 
hardly get down to work seriously until next year. It has a very complicated 
subject to unravel. Royal Commissions hardly ever take as little as 2 years, and 
I believe this one is likely to take 3. 

If, then," there is a report published at the end of 1^78, or say early in 1979, - 
it will be dose to the end of the life of this government. There would have to 
be discussipn, and then legislation, if there were to be. changes. A major 
administrative change would be positively damaging now. Legislation would 
certainly be highly controversial, and not likely to be a convenient plank for 
the next election. I cannot see how it could be, because the existence of the 
National Health Service is common ground to the parties. I do not believe that 
we are going to see a result from this Royal Gommis^n in terms of any 
modification of the Health Service, should it, so recommend, that requires 
legislation, earlier than the second year of the government after this. Now, I am 
doing political guessing, and I am not a politician, and I could be wildly wrong. 

DR. HATCHER: Will*private practice continue until that time on the same 
basis? . 

SIR GEORGE GODjBER: I do not think so. I believe that this government is 
committed to action on hospital gay beds. I am i\9t really surprised that it is , 
committed to it, and it is my belief that paytbeds will probably be phased out 
during that time. I don*t mean that private practice Avill be prohibited. I think 
much has been made of the possible regulation of private practice, ft is rpost 
likely to be regulation in terms,of quality of facilities to be allowed^ be used, , 
because there is already regulation of the quality of establishments run as 
nursing homes or private hospitals (not nursing homes in quite the American 
sense). Thus, if we are looking for an outcome as a resiflt of tfie Commission's 
deliberations, I think it will be sometime in the 1980's. This is the guess of an 
amateur politician. 
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HEALTH MANPOWER POLICIES, 9 
REGULATIONS AND REQUIREMENTS , 

DJl. MILO D. LEAVITT: I am delighted that you are able to join us this 
afternoon for Sir George's last presentation, which is on Health Manpower 
Policies, Regulations and Requirements. Without further ado, I turn the chair 
over to Sir G'eorge'Godber. 

^ SIR GEORGE GODBER: For an awful moqient, David, I thought you were 
going to say, "We are delighted that this is at last coming to an end." If you did 
not say that, I could understand if you thought it. 

We have a case history of health •manpower happenings in the National 
Health Service. Looking back at the Service's early stages~it is difficult to 
describe the manpower situation as a- coordinated policy. I think we realized 
relatively late that w§ had to have a policy about manpower in the Health 
Service, because it is one of the most highly labor-intensive services possible. 
- In the hospital section of the National Health Service, nearly 70 percent of 
the reyenue expenditure goes on salaries i^nd wages, probably more now that all 
lower-paid staff have received salary increases. 

. In general practice, two-thirds of the payment to general practitioners is for 
Remuneration, about one-thir0 for expenses. But part of that, a large part, goes 
for the payment of ancillary staff, so again, the major part of the expenditure 
is on manpower. 

In preventive work, mgst of the expenditure is probably on medical and 
nursing salaries and salaries of supporting ^taff. And so, hiring policy in the 
National Health Service really largely determines its total cost. If there are to 
be substantial alterations in the running costs of the National l^alth Service, 
these will be accomplished by employing more or less people. 

The increase in National Health Service costs in 20 years in reahterms has 
been 141 percent. The increase in manpower has been well in excess of 100 
percent, but salaries, particularly for thfi lower-paid group, in recent years have 
been substantially improved. Nursing salaries have gone up, I believe, a total of 
60 percent in the last 3 years; I dealt with the breakdown on this during our 
eighth discussion so I will not.go into further detail on actual costs. 

Our first attempt at manpower control came quite early, and was related 
. simply to hospitJl doctors. One of the things that happened as soon/is the 
Health Service began was that the under-staffed hospitals-which were most of 
those outside of the large centers and teaching hospitals-had a marked increase 
in the amount of medical manpower available to them. The consultant gr^de 
particularly increased in the first yean or so. Then, since they were operating 
within a fairly tight budget, some of the hospital boards began to increase their 
staffs much more in the junior grades, particularly the senior registrar, the 
advanced specialty-training grade. And that was what first brought us up 
against the problem that we had far too many doctors in advanced training 
grades for specialties, without places in the consultant grade to which they 
could go. « 4 



J The first intervention was tojiave a review of all hospital' medical staffing in 
each region by two senior consultants from a different region. They would go 
around each region to reach conclusions about the JUpd of staff required. (This 
was a good example of the futility of entering into this sort of exercise without 
any kind of guideline.) The consultants were given no plan; they were just sent 
out to look to see whether regions had enough staff or too many or whatever, 
and they came back from the 14 regions with 14 different answers based on 14 
different sets of standards-or not based on standards at all, more commonly, 
just on gue^work. The main thing that emerged from this was that there were 
wide divergencies between regions. The Newcastle region and the Northwest 
Metropolitan region, for example, tried to apply rational standards of staffing. 

There had been an earlier essay (before the Health Service began) at 
suggesting how the consultant services might be developed. Figures associated 
with thos6 recommendations were theoretical, but had sofne rational basis and^ 
were related* to populations. They would have required, over time, something 
like doubling the existing consultant staff. This seemed very large, and precise 
calculations based on those estimates were very much played down. In fact, 
within about 15 years, they turned out to be very near the true position, 
though not, I think, near the full needs as we would see them now. 

There were differences in the vigor with which regions tackled their needs 
^d differences in the allocation of funds. Funds had been allocated on the 
basis of what regions had already, with percentage increases, a method apt to 
"give most to him that hath and least to him that hath not." There was some 
attempt at leveling up, but the numbers of staff available and the relationship 
of additional staffing to additignal funds made available w^re not at all 
well-coordinated. The process, .therefore, was very gradual,, Most of the 
established specialties, such as internal medicine and general surgery, had been 
staffed up; so the shortages "were in other specialties. 

In order to try to keep control on the growth in the consultant grade, a 
joint committee with the profession was established, but allMt couid do was to ' 
review applications from the^egions for additional consultants. 

The appointment of additional consultants was conditional on central 
approval on the advice of this joint committee, which contained about 6 
people representative of the profession, all outside senior consultants, and only 
3 persons fronrTwi^in the department and 2 6{ their outside advisors. The 
committee conljiue)d to operate until succeeded by a somewhat similar 
committee of a "ffer^ht name about 3 years ag6. As far as I know, it did not 
at any time vote on any decision; it always managed to reach conclusions by 
consensus; but wlht it was domg was only deciding on applications for 
additions 'to staff Since people were mainly trying to fill up shortage 
specialties, such as anesthesiology, this resulted in rationing the distribution. In 
anesthesiology, shall we say, only 50 additional appointments might be allowed 
in a year, because it was calculated that in the year that was all the people we 
would have trained fit for consultant appointments. ^ 

So it was not really manpower planning, and the committee Was not able to 
go to a region and say, "You have asked for 1 anesthesiologist, but your need is 
clearly greater than oth^r regibns',^ and you ought to have asked for 4 or 5, 
which we would have given you in preference to giving a cQuple each to some 
of these other regions which have better staffing standards." ' 
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There was also a firm limit onihe senior registrar grade, which meant that 
we had controlled entry to the last 4 years of specialty training. However, that 
' did- not mean that we would not be faced with a loi of full-trained« senior 
registrars^ with no consultant posts open to them-this simply meant that We 
had put the^ point of entry a bit further back. People knew that if they once 
be9ame senior registrars, they were virtually certain to become consultants, so , 
they just milled around doing ^ddftional J2-year registrar posts, in the hope of 
getting into the senior registrar channel. Many of them could not succeed. 
^ The profession itself indulges in a curious sort of double think on all this. If 
upbraids the department for not increasing consultant establishments centrally, 
but peripherally. It says (too often), "Well, of course, everyone else ought to 
have additional consultant staff, but.we can manag^in this district if we have a 
couple of extra registrars to help us.'' That, I believe,, was the principal obstacle^ 
to the rational growtkof the consultant grade, and to the rational distribution 
of doctprs in hospitjfls oetween the training grades and the consultant grades. 
We still have a disproportion in spite-of all the central efforts,J^exhortation, 
to get additional consuhants appointed. We still have an absu[^^io of about 
h4 juniors to 1 senior, which means that it is quite impossible fef th^ people in > 
training posts, in, say, surgery or internal medicine, to anticipate that more 
than a fraction of them will ever get through Vo the consultant grade, 
r This is one of the main reasons for the dissatisfaction among young doctors . 
in Britain, and for the number of them .who have* emigrated. Because if 
someone is trained onward^and encouraged to get additional qualifications up 
to a certain level, and then he is told, "Sorry, chum^ but you can try generM 
practice," he dbes'not take kindly to it. By this time, the doctor is probably in * * . 
his middle thirties, is married, has a couple of children, and really has the need 
to get himself established in a post for^hich he is trained. The chances for a 
woman at the-^ame level may be even^ worse. And general practice requires its 
4 own kind, of training, not the training appro^>riate to, for example, a general 
surgeon. 

Of course, one cannot dfrect people to the right kind of training post. One 
cannot say, "Everybody whose name begins with 'A' down to everybody 
whose ifame begins with 'DE' will be a p5ychiatrist"-it is no us.e attempting lo 
train people^ in specialties fgi>^hich they have no vocation* Because the 
pecking order in public esteem in the medical profession is still neurologists, 
neurosurgeons and cardiac* surgeons at the top, internal -medicine next, and 
. people like psychiatrists and geriatricians a long way down; the younger 
doctors are not encouraged to aspire to advanced training in the kind of 
specialties in which, if they do have any»inclination,,they could be most useful 
and most certain of get^g established. • . • 

Radiologists 'and radiotherapists seem to have pr9vided one of our greatest 
difficulties; they have* tended to move off to employment overseas. I believe 
that radiology is one of the more profitable specialties in>^North America: it 
most certainly .seems to have attracted many of our specialists in the field. 

/In the last 10 years we have, in* Britain, tried to develop much' more 
effective career guidance, so that people will try to get training in the right* 
sjtecialties. We^ have endeavored to limit the number of junior posts tn those 
^ specialties which we felt were overcrowded with jujiorsi and we have tried to 
persuade surgeons and specialists in Jnternal medicine, and the like, to 
recognize that a short period at the registrar level with them may be useful 
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preparation for general practice, but 2 years is not. Slowly j we have overcome 
part of the problem. 

Recruitment to medical schools dunng World War H and just after reached a 
peak intake of about 2,5()0 a year, which was really more than British schools 
were equipped to carry. As soon as the schools had dealt with the~1j;nmediate 
postwar ru^, the iniake was slowly reduced. ^ 

Early in the IwJth Service, doctors were not readily getting into 
employment and this was not only into the consultant grade. For various other 
reasons, it was for a time quite difficult to get established in general practice, 
so the schools were reducing their intake. There was a feeling in the profession 
that the intake was still too high, and the British Medical Association 
approached the health department with a view to having an inquiry into what 
the intake ought to be.. An inquiry was set up by a committee under the 
chairmanship of the head of one of the Cambridge colleges, who previously had 
been Minister of Health, to estimate requirements. That was just at the 
moment when the birthrate was at its lowest, and before immigration had^ 
begun. The old* populatton forecasts were inaccurate, as was proved 10 yearS" 
later, by several millions. Thus the estimates given of the need for doctors were 
far too low. The committee had also to operate on a piece of rather superficial 
guesswork as to ^^hat the requirements might be. y * 

The slowness gf absorption into general practice w^s in part due to some • 
financial factors surrounding general practice, some of Which I have already 
discussed. But the recomm^Jid^ion of the committee was that the intake to 
the medicaf schools should be further reduced \p 1 ,760 a year. That had a lyce, 
spurious precision about it. IrK^956, it had the effect of serio&ly reducing the 
intake over 4 crucial years up to 1960, because by 1960 the 1,760 figure was 
still official guidance. Behind the scenes^ though, schools had some encourage- 
ment to increase their intake. Since then, the intake has increased (following 
considerable expenditure and enlargement of schools and the ^tablishment of 
three new schools on the advice of a Royal Commission) to something like 
3,600-anditislogoupto4,100. " . \. 

However, the problem of hospital mediqal staffing ^as not being solved^by 
the increasing intake. This was because the junior posts were increasing ancftiot 
the^senior established posts. Consequently, a new working party was set up 
jointly-six people from the profession and six people suggested by the 
departments-to review hospital staffing structure. It was only then that we 
became , aware ^of the extent of medical immigration. Various persons' 
pronouncements had been dismissed "^s being those of scaremongers for 
, suggesting that we might have 1,000-1,500 Indian, Pakistani and other foreign 
medical graduates among the junior staff in our HHbtals. When we did a 
head-count iri 1960 we found that' we had 3,600. ThaWlpt up on us because 
we had not kept a precise record of where people came from. We merely had a 
head-count of the staff. 

Because of the general terms of the recommendations of this working 
party-about the need for revi&wing hospital staffs— a review was again ' 
undertaken in each region. This time it was b'&sed oTTt^ther firmer guidelines, 
and it produced recommendations for increases (which were not exactly in line 
for each regipn because a different team was used for each, but whicTi could ]be 
rationalized). We could simply take the median figure f9r staffing levels and 
' start to bring those regions below the median up to median level, with the hope 
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of making further increases la^er. As usual, Scotland was able to get off th6 
ground more quickly, and had the money to pay for additional staff. Scotland 
went the whole way, mcreasing consultant staff in their hospitals by 25 percent ^ 
in a few years, wh^ Enddi^ and Wales still struggled along behind. 

This was the (frst serious attempt at having a rational calculation of tha** ^ 
medical staff needed for any pu^ose. At about that time also, we had the 
move towa«tf improving postgraduate medical education, which I have 
mentioned on previous occasions. It was clearly going to be necessary to review 
some of our provisions for medical education, especially the London medical 
schools, which then were preponderantly hospital-based and not in ^1 cases 
well linked with the rest of the university. The best situation of British medical 
schools educationally is aer,present (and has been for a good many years) at 
provincial universities. This is generally recognized outside Londoli medical 
circles. 

The Todd Royal Commission, set up in 1966, was to review the needs of 
hospital medical education. We asked them as a first step to calculate what our 
requirements for doctors were. The Commission had much fuller statistical 
material about doctors than could be given to the previous committee, ^d it 
made an estimate of requirements for medical students upon which the 3,600 
and 4,100 intake figures are based. I cannot claim that the Commission's 
method was wholly defensible because basicfally iit plotted the anrlnal number 
of doctors in the Health Service and drew a straight line through the points and 
then extended it. Then it counted out the foreign medical graduates in the 
total and said, "We obviously must^further increase the intake to British 
schools in-order to reach this level." I believe the Coijimission overestimated 
what we will require in the more distant future, but I do not mind very much 
because we will need all the addition that we can get, if we* are to provide for 
staffing the Health Service from our own medical training resources! 

Meanwhile, during all this time, doctors have been coming to Britain, mainly 
frpn\ the Indian^ sub-continent, but also from the eastern Mediterranean; and 
some doctors have been leaving-usually frustrated people w,ho had hoped to ^^.^ 
get into one of the specialtfes-mainly for Canada and Australia. I suspect that . 
both countries will in future be cutting down their intake from Britain. No one 
is quite sure how many doctors Britain lost, because some. went out and^some 
came back. It m^y well have been of the order of SOd'a year, which is nearly 
iO percent of Britain's present intake, and a good deal larger proportion of Ae 
intake of 15 years ago. 

Recruitment to the hospital service, however, has gone on with no central 
attempt ^0 check it; attempts are made only to channel recruitment i^o the 
right grades. Something of the order of 800 to 1,000 additional doctors have 
been ac^ded to hospital medical staff each year of the last 5. ^ 

i Recruitment to general practice has fluctuated a good deal more, being 
mainly dependent, on the payment structure for general practitioners. During 
the last 5 Vearsl it has been running at something betv^n 1 50 and 350 a year; * 
and the number of persons*in general practice has been steadily increasing. We 
tried to attract people to the under-doctored areas by providing them w^ 
better facilitiej|< but we did not make as good use of that method as we might 
have done. Now, with aYealistic pay structure for general practice, I expect the 
numbers in general practice to go on increasing steadily for^the foreseeable 
future. ' ' ^^^-^ 
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influx of foreign medical graduates has distorted the career structure in 
medicine even more. Most doctors who come from India and Pakistan do not ~ 
expect to stay, but a proportion of them do stay. Although, again, one cannot 
give precise numbers (because some doctors bom of British parents overseas 
wiUdjpe recorded among those bom outside the British Isles), it is probable that 
as rarge a porportion as 13 or-14 percent of geji^ral practitioners in Britain are 
foreign medical graduates, tn the consultant field the proportion is smaller, and 
may be of the order of 8 piercent.tPossibly a number of these con^ltants are & 
from what used to be called the Old Commonwealth or they may be children 
born of British parents overseas. 

The -presence of so mdny foreign medical graduates has had a distortihg 
effect on the thinking of many senior medical staff in hospitals. They expect to 
be supported by more juniors than a rational system would allow them, and, 
they sometimes s^ow the strongest resistance to adding, say, 1 consultant to an 
existing total of 4, rather than 1 registrar to an existing total of 3 in a 
particular district general hospital; It is obvious to anyone looking at the ' 
situation rationally that there must be more senior posts if there*is to be a . 
reasonable career pattern. It is not fair to say* that certain kinds of surgical 

• work, for instance, are fit only to be done by junior grades. In fact, we once . 
had a count in one quite well-developed group, which showed uS iJll^one-half 

' of the emergen'cy op^erating was done by doctors in the rank of registrar or 
below. That certainly cannot be in the patients' interest, and I believe not in^ 
the doctors' interest either. 

The hospital^ authorities, when they^re short of money, haye aalnterest in 
getting more for less, and so they are mQreJikely io look for registrars than for 
consultants if allowe^to do it. That, we haye tried to chedc* • " ^ 

With the present' financial difficulties, it will^be some time tfefore that 
situation is put right, but it was slowly moving in the right direction before the ' , 
^ present financial difficulties. I believe tjiere also will be further changes in the 

* educational system as a, resuh of the Merrison lleport on the control of the, 
medical profession. This recomm&nds the introduction of an indicative 
specialistyfegistration which will strengtlien the claim of the young, qualified ^ 
specialists to be given n^ore responsibilities when ^hey are ready for them. I 

" believe that in Britain there i^now the possibility of effective control of the 
size and rate of increase of hospital medical staffing.^'T^ere is ai)^normous,« 
problem from past neglect which has to work through the systen? htfore the ^ 
pattern is right. " , . ' ■ ,^ . 

We had a problem of insufficient dental graduates, and we hjk^ a C(5tnmittee 
of inquiry in the early 1950's which rfecammended*a cdirsdderablc increase 
places in the schools and much building. We have don&'niuch more to iniprav^ 
*dental educational levels than we have medical education; admittSi^^-4^^^ - 
education^ at the Health Service's beginning was iii w#rse straiu thafi medicalr 
Today we have an output of dental graduates considered^ sui6|i|^t%r our^ ' 
future needs. Entry into the schools has been increased by rpuglt^jftre^ifths.^ \ 

The increase in numbers of nursing staff haab,een 125 percent i04 years. ^ 
The increase in registered nurses-fully-trained nurses-is 106 percent. We' have 
another group of nurses who are trained, designated as enrolidd nurse^,^rplled 
after a planned 2-year training, which has increased by 200 perceiit. The' " 
increase in student nurses is only about 16 percent frdm the beginning of the 





Health Serjace. 



7 




9 ^ A. \ 

Putting together students for the register and pupils fori1heWolle(J nlirse 

grade, the dumber of nurses^oing into training e^ch year has goneAcby attout 
50 percent. We have also made greatly increased use of part-tiiw-nwses, 
especially part-time trained nurses. I bplieve we are at last beginning to 
recognize that if the population is in future going to be nursed by trained 
nurses, then we can no longer rely on the small number of spinster career 
nurses, and a large numjber of students, who train and do, perhaps, 1 year's 
qualified nursing. We have to look to nurses continuing to work in nursing after 
marriage, and coming back to it, perhaps, in later life.- This is happening on a 
- - very substantial scale. The upper echelons of nursing t^ve been more realistic 
. than those of medicine. 

We are also recruiting more men to nursing. I cannot give you exact figures, 
but very few men were trained in general nursing 25 years ago; now the 
\ proportion being trained is quite substantial. The proportion of them who stay 

on and eventu'ally achieve sehior posts (not because men are b^ter than women 
^ but because of the continuity of their presence in the hospitals) is rdfally quite 
surprising. ^ - 

We have developed theoretical nursing establishments, which often are 
greater than anything that is possible and realistic. We hive to remember that 
,with nursing studeftts, as with students for the other professions involved in 
health work and in medicine, we are taking people from the. pool that'al^ 
produces people like school teachers-a pool that is of limited sizp. Use of the 
enrolled nurse and training pupils Yor that level ofenursing helps in this, but we 
still use figures for nurse establishments which are rather unrealistic. They tend 
to be what people have thought up, and then it is convenient to express the 
position in terms of being 25 percent short of the establishment. I believe there 
^ are but few places which reach the full establishment. The control of nursing 
establishments is exercised by regional hospital boards, both in terms of ^ 
numbers and the budget available to them, with the really effective control 

being by budget. 

^ Rudolph Klein, in his book, InflStion and Priorities, makes the point that . 
* - * on^of the results of substantially increasing the salaries of nurses in the present 
situation will be an ability to employ fewer of them. That is something I 
believe we have not really faced up to, either the people or the government. 

There has been some modification in the trainin^of nurses, and some of the 
special registers, such as that for training in infectious disease, have been 
closed. But* the main change has befen the development of enrolled nurse 
training. , r < 

The Concentration of our hospital work on district general hospitals or their 
group equivalents has meant that we now have a sgialler number of 
better-based schools. I believ^ nurse training to be better now than eyer before. 
We have tried to add emphasis to the status of students in nursing schools, but • 
we do not have university nurse-training schools, as are established in so many 
places in the United States. ^ ' 

There is some differeiice of opinion in Britain as to how far it is desirable to 
provide degree 1 courses for nurses. Personally, I believe that there is a 
substantial numiber of good nurses who would relish being able to take 
university degrees together with their nurse training. But I also beheve that a 

{high proportion of recruits would prefer either general nursing, hospital-based 
or enrolled nurse training (if we. do not put the two together, as the Briggs ^ 
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Committee has sugge^ed) tq a straight university course lasting perhaps 4 
years. I certainly do not think we would v/^nt to.move to the sort of situation 
existing in some South American countries, in which 4- or 5-year university 
training is insisted upon for all nurses, and no oH^r level of training is 
acceptable. The result of this stricture is far too few nursesSnost of the nursing 
being done by people with' 3 weeks preliminary graining, followed by 
on^'the-job learning. . ^ ^ . 

^ One other small point in relation to nurse recruitment-in Britain we have in 
some places adopted the practice of allowing girls wanting to go into nursing to 
join cadet-training schemes in hospitals. These schemes do not place the girls 
into the ordinary nursing situations, but give them Employment within a 
hospital context. 

At this point, I really ought to give wife an opportunity to put me 
straight, as I probaj^ly have been saying vrrong things about nursing. Do you 
yant to? 

LADY GODB^R: Mainly, I would just like to say about the^ cadets, that 
they come at age 16 from school, and 3 out of their 5 days are spent in further 
education, trying to reach their owiTte^el, not in nursing, but in general 
education. The 2 hospital days are spent not actually giving nursing attendance 
to patieiits but in other related work. That is tl)e only point I make. 

SIR GEORGE GODBER: Midwives in Bfitain play a more important part 
thanviurses play in midwifery here. More than 80 percent of the deliveries are 
4gne by midwives. Midwifery is a separate training; most entrants to it are nurses 
who take a further year's training in ^rder to qualify as midwives. They are 
legally allowed to practice independently^ subject to the calling of medical aid, 
if need be. As nearly all confinements are now taking place in hospitals, they 
are not on their own, they are in hospitals where the oversight is obstetric, but* 
they play a more independent role within this setting than would be usud for 
nurses, as I understand it, in the United States. 

We have had definition and registration of eight professions supplementary 
to medicine: radiography, physiotherapy, jeriiedial gymnastics, occupational 
therapy, chiropody, orthoptics, speech therapy, and laboratory technology. 
Each of these professions has its own board ofiegistration, and they are 
groupfed together under a coordinating council. Tne expense of maintaining 
this reristration system is, therefore, spread through the whole group of eight. 

Trairtirig l^been made much more systematic. In some cases, such as, for ' 
instance, lal?pB!jfory technology, much more use is being made of educational 
establishments outside the hospital in training juniors for the national 
certificate or the higher national certificate. The higher natiooal certificate is 
roughly at degree level. Also, in laboratory work, more graduate biochemists 
have been recruited from the universities. 

In all of these professions, the students who are learning^tt4he-job are paid, 
or grants are paid to the students while they are being trained, through 
educational authorities. Nurses are paid throughout their training, unlike some 
nurse trainees in the United States. The students do not pay for theiy tuition, 
and are paid while they arev^n the nurse training schools. The other professions 
have been brought into line with this. 
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Njye have not moved as far as we should in providing common content to the 
training in some of these professions and technologies. In a few places, there is 
some, common content, but we could go a lot further inlhis, and some of^he 
work in Canada is an object lesson to us. 

There are other technologies that have grown up around, medicine, and the 
scientific components of hospital njedicine^Jike physics and electronics and 
electrophysiology, artd there is a group ^ftechnicians concerned with the 
fitting of hearing ai4s ordered by otologists. Because of our dissatisfaction with 
the position of some of these technologists, who have been led into narrow 
areas of work with no opportunity of further progress or training to a higher 
level with a wider spread of expertise, we had a review of the whole subject 
about 6 years ago. A committee under Lord Zuckerman's chairmanship 
reviewed scientific services in hospitals, and made recommendations for the 
organization of scientific "services, including inter alia clinical biochemistry, 
physics and engineering. These supported the claims of the most senior 
scientists to be treated on terms of equality with the consultants in the hospital 
service. Some of our best clinical biochemical laboratories are headed by . 
non-medical biochemists rankings equally with their consultant medical 
colleagues. 

We are grouping these technicians and trying to get them a broader training; 
- for instance, those engaged in looking after various kinds of electronic 
apparatus and making -various kinds of recordings. This is a relatively recent 
development, but it should improve the position of manpower in those grades. 

Overall, the manpower in the professienr, other than medicine and nursing, 
exceeds the total of physicians employed in hospitals. Whereas the doctors 
have roughly doubled in numbers, these professions, and technologies have 
increased three-and-a-half fold. - 

The profession of pharmacy is separately controlled. Pharmacists have been 
legally registei^for a long time. They are controlled by the Pharmaceutical 
Society, wjiose Council, in the same way as the General Medical Council, has 
certain government nominees to ensure that the profession's control is not a 
completely closed shop. There are some university pharmaceutical, schools and 
the provision of senior posts has b'een encouraged as a result of a recent inquiry 
into the hospital pharmacy structure. There is now regional planning for the • 
development of pharmactutieal work» Most dispensing in Britain is done by 
pharmacists working in \ndependent pharmacies, dispensing prescriptions 
ordered by general practitioners. The hospital group ot pharmacists has been 
somewhat depleted in numbers, jnainly because of bad pay structure; but that 
* has been remedied, and I believe the numbers are now increasing. 

Optometrists are separately register^d^HrSeT an Act passed about 20 years 
ago. There was formerly considerable hostility between optometrists and 
physicians who practiced ophthalmology, 6ut this has been much reduced. The 
optometrists do about four-fifths of the eye tests done under the National 
'^Health Service. ^ * . ' ' . 

*The planning,of all this has not been at all welUcoor'dinated. We tended to 
have separate imjuiries, except for the professions supplementary to medicir^, 
the 8 professions I mentioned, which welfe reviewed by 8 separate subcom- 
mittees working unde; 1 main committee, chaired by a distinguished surgeon,* 
Sir 2^chary Cope. As a reslilt, a coordinated structure for them was devised. * 
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There is'only a tentative approach to sharing in training^nd I think we all 
know what ought to be done. The. difficulty is to persuade the professions that 
they should do it. There was a very interesting move by the National Union of 
Students (which is a union of students not only in universities) to provide a 
• single group for those studying in* the health field.- The Briti^ Medical 
Students' Association joinecTlh^s, but I think they now ^re opting out ag^in. 
The National Union of Students publishes; three times a year, a little magazine 
cdAkd Health Team in which students from other disciplines have been putting 
forth very sensible ideas about increasing the element of cprnmon training in 
medicine and these professions and technologies which wSrk'with it. 

I believe we h^ve made too little use of the sharing of skills of, for instance, 
nurses and physiotherapists. If physiotherapists work a 5- pr 5^-day week, 
^ some of the advantage that their attention may have given, say, to the patient 
needing postural drainage for a thoracic condition can \^ lost in a weekend, if 
no treatment is provided. 

The boundary disputes that have occurred between the professions are 
•rather unfortunate. They would be the better if some of them were not so, 
much broken'down, a^ slightly lowered in height. , ^ 

I mentioned dentistry earlier on, and the committee that considered the- 
number of places in dental schools. There has been a deli^prate planned 
hospital development of orthodontic and specialized dental services after a 
special study by an expert team. Orthodontics has been developed as a 
specialty based on the hospital. There is a relatively small number of dentists 
who are doubly qualified (also in medicine), an^ after special training dentists 
tend lo take part in, for instance, maxillofaci^ work in plastic surgical units, 
and to be appointed theje on exactly the same terms as the medically qualified. 
Most dentistry goes on in family practice, o^Jt in the community. The element < 
in hospital is really quite small, and that is centrally controlled in the same way 
as the control of medical staff, though many o|the cousyltant dental sui^eons 
spend rather more time worjcing outside the hospitals than do the consultants 
m the thedical a^d surgical specialties. 

That is a rapid run-over of the posi.tioaof the different professions. I have 
' not mentioned some very important groups, such as the administrators. We 
have greatly improved the training in hospital and health ;5ervice administration 
of people who are^not qualified in;uiy of the health professions^hqjiigh we 
have not had umversity schools of hospital .administration sudh as you have in 
the United States-some of which hava been in existence for 30 years. 

There are other grades where training is important. For example, in the 
management of domestic services in hospitals, and training in catering and in 
hospital cooking. These thirf^s have been undertaken usually on a regionaL/ 
basis, often facilitated by one of our larger voluntary organizations, Kufg 
Edward's Hospital of London. I felt it would really, perhaps, go beyond what 
should have been the scop.e of this talk to go into detail about that. 

DR. ABRiAHAM4iORWITZ:-I \^t to contradict what you said about 
Latirt American nursing. 

Sm 0€ORGE GODBER: I did not know you were there, but I am sure I 
- only said some countries, *- 





DR. HORWITZ: In some parts of North. America, it is even worse, but I 
believe that you have been misinformed. To start, it is true that in some 
cpuntries, nurses have been fighting for years to have their profession 
recognized as a university one. They have extended the teachmg period a little 
bit too much, but there was always a^ economical reason, because usuaHy the 
university profession has a better salary than the non-university one. But this is ^ 
a trend, that although it has continued^ has been strengthened with courses of 
2 to. 3 years'.duration in many countries as first stages of a nursing career, 
something that we in the Pan American Health Organization sponsor very 
actively. But when you speak of the non-professional of the village having a ' 
5-day training! 

SIR GEORGE GODBER; I did say 3 weeks pre-employment. 

DR. HORWITZ: Oh, well, } iiink you see it is not so bad. The truth is that 
there are many courses that I ca^givc you more complete information about 
that happened to last between 6 arPd 12 months-and I would say that these are 
in the hundreds. ^ 

But what about the healers, the whole group of empiricists that we started 
to train in.the last year very actively? For instance, midwifery in the rural areas 
of Latin America still is not done by midwives or the university graduate; it is 
done by just the empiricists. They are 'being very actively retrained in basic 
practices to avoid tetanus neonatorum and conditions like that, and they are 
becomii%very active. \Ve are a little bit tired in Latin America, you know, of 
the barefoot doctor trying to be imposed oViis. have had a similar person 
for centuries. We like to speak more of their heads than\heir feet, usually^ and 
chensh very much Nvhat they do. But I frankly believe that nursing is much 
better organized in Latin America today, and that the professional ajid 
non-profeSional are rendering a very valuable service. ^Now, I must agree with 
you that w^ have too few nurses, that we should enlarge their numbers very 
much because'actually, the physicians have too many activities that nurses are 
much better prepared to do and could do much more efficiently .On the other 
hand, I do not see any reason why nurses cannot become doctors, they would 
do much better, j 

SIR GEORGE GODBER: I do not think I really ne^d \o answer that 
because I doubt that there is as much difference between us as there seems to 
be. I know three South American countries, and I know that in each one of 
them the intalcejs restricted to the university -trained, and in onVof them, the 
production of trained nurses through the university courses is one-twentieth of 
the production of doctors. This is the sort of thing that I am getting ^,1 was 
really talkmg about our situation and how important the degree course* in 
riursing should be. And I belirve that it ought to be an available option to some 
nurses, not a requirement forattl nurses..That is the only point I want to make. 
Dr. Horwitz, of course, knows far'more about South America than anybody 
else. • , * * 



. DR. STUART SCHWEITZER: You mentioned as one of the causes of the 



dissatisfaction among the^ounger specialists the underlying problen^^ of 
over-supply of those ttainees relative to the number of senior slots. Are you 




143 

151 



attempting to control the number of training positions to reduce that, or are 
you trying to increase the number of senior positions, or are you not able to do 
-either one? We have not beei) so successful in this country, either. 

SIR GEORGE GODBER: We have substantially increased the cnumber of 
^ senior positions. We did get the dumber of new consultant posts, over and 
above filling vftancies, up to about 420 in 1 year, but it has been less since. 
* Our target was 500 additional consultants a year; which would quite quickly 
^prov^he situation. There is a problem in that the extra recrujts are wanted 
mainly^1:linical areas for which it has been difficult to recruit enough people 
to train. Geriatrics is one, \vhich is often quoted, because a high proportion of. 
those training in geriatrics in Britain at the present time are not British 
graduates. ' f " 

The answer is we try to prevent tpo many people getting trained too far in 
specialties for which there wl^ be no places for them. We have stopped the 
advanced training of excessive numbers, ^and that has been the position for 
quite ^ long time. The number of incoming foreign graduates has always been 
pushing us off-balance because it ha? not hitherto been checked. It is certain to 
be checked now because stricter requirements are being imposed for admission 
to the British Medical Register. In Britain we can do this nationally, where in 
the United States one has to deal with state registers. 

The Merrison Committee recommended that there should be a much more 
/ strict examination of immigrants. The General Medical Council should not be 
entitled simply to^adm|t to the re^ster people about whom they have not 
really been able to satisfy themselves objectively that they^were fit to be 
admittQ:d. As that happens, there will be a reduction in the intake. I hope there 
will not, in the present financial situation, be a reduction in the advancement 
of people who ought to be advanced, who are already in the pipeline. That 
means a good many more senior persons. 

\ 

DR. CHRISTA ALTENSTETTER: ? haVfe a questibn which goes somewhat 
beyond today^s session, but somehow it comes well at the end of yoUr series of 
lectures in which you developed a profile of the National Health Service, and 
that question might put the National Health Service into perspective. 

You have talked about policies, organizations, innovations as they have 
occurred within the framework- of the National Health Service. Somehow, I 
wonder whether you can elaborate how in the whole health 'field the National 
Health * Service, with competition for economic resources, has fared in 
comparison to other policy areas, education, transportation or some other 
areas. Because organizational changes and allocation of resources in one, 
functional area usually are not going on just within the framework of one 
particular context, like the National Health Service, but somehow are competing 
with other interests outside the National Health Service. How will you assess 
the relative importance of health within the overall political system? 

. SIR GEORGE GODBER: I do not believe that health has been ^ven 
sufficient import^ce in Britain. I think that we happened to have devised a 
particularly economical method of deplo^ojg health* care. The increase in 
expenditure on health in 20 years up to 19^3 was, in real terms, 141 percent. 
In the same period, the increase in expenditure on education was 270 percent. 
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The increase in expenditure on social welfare was, I believe, between 400 and 
500 percent. The increase in expenditure on research was 500 percent. The 
"increase in expenditure on Social Security allowances was 160 percent. These 
are approximate figures from memory. So, health has lagged behind most other 
things, except, I think, agriculture and defense which have been falling in 
Britain. 

The politics of this are difficult because we have a "Celtic fringe," and it is a 
very vocal one. Wales, which was a long way behind, now gets 4 percent more 
per head to spend on health, than does England. And I mention that, only as a 
measure of what the needs may be, because, after all, England has to support 
that expensive luxury, London. That accounts for a heavy load because cubts 
are Wgh in the capital. Scotland has a^Jeast 20 percent more per head to spend, 
toth Wales and Scotland have separate Ministers arguing for their health and 
xnher expenditures in the Cabinet. Whether that is cause and effect, I do not 
Know, but Wales had, deliberately and with English connivance, more than 
their apparent share of capital development because their hospitals were even 
, worse than England's. 

Scotland was allowed a capital program earlier, and that is a factor in its 
greater expenditure.* One has to follow through with maintenance expenditure 
after one has built. But the Scots, for instance, have far more patients in 
hospital at any one time in proportion to population. They have more days of 
care in hospital than we have in England, and this is where the extra money 
goes. It does not come just from Scottish taxation; it come^ from United 
Kingdom taxation. 

Northern Ireland has had the same thing, but Northern" Ireland wa^ even 
more lacking in resources than Wales had been, and so it is^partly justifiable. I 
use those measures as indieating what England might have had. It would have 
been reasonable to expect the increase for health to be larger. 

If we had had 20 percent more, our position today would be still less than 
the gain enjoyed by education, i cannot guess what would have been the most 
appropriate thing to do. I do know that the French have what they call a social 
budget-you probably know more about this than I do-in which health takes a 
share. Health takes a larger share out of the'social budget in France than out of 
the corresponding budget in England, if the figures as published by govern-* 
ments are really comparable. 

DR. EUGENE GALLAGHER: I have a question on the manpower Jine. 
About 2 years ago, a British physician expressed to me the, opinion that in 
Britain too large a proportion of the talented youth were going into medicine, 
and it would probably be better for, the country if more bright young people 
went into engineering, science, and so forth. I was wondering if you had any 
thoughts or opinion about th^. . ^ 

SIR GEORGE GODBER: There is no doubt that the academic achievements 
of -the entrants to medical schools, on paper, are better than those of the 
entrants to any other faculty, and this has been so for a long time. I do not 
think it represents the attraction of much greater rewards, because although 
medicine attracts rewards at the top of the range of professional incomes, it is 
not the top, 'as it would be here in the United States. So I believe it fair to 
claim that me^ine does attract a high proportion of the top academic quartile 
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in Bntain, but 1 do not think that 'it necessarily means that they are. the best 
people for medicine. I think there is a different viewpoint: that medicine really 
needs from its protagonists some human qualities which are rtot necessarily 
reflected under the whip of examiners. And so;we^«ay be losing something 
through popularity in the schools by not taking in some more reflective, 
mature students, who may come to this academic discipline rather later, and 
elect to join it for more human reasons. 

Julian Tudor Hart has written a paper in The Lancet iboni this. I believe he 
carried the point too far because he said that children of medical families form 
too large a proportion o-f the entry to medical schools. I do not see that being a 
member of a medical family is a disqualification in this particular way. \ cannot 
see how one can say to the bright young, "You must not go there. That is for 
people who do not do quite 'so well academically as you." 

I believe that there may be characteristics of people other than academic 
achievement; these might be weighed more heavily in the selection of entrants, 

DR. GALLAGHER- Then, let me ask,1s there any way to become medically* 
cjualified in Britain other than simply to go to a university starting at age 18 or 
19 and finishing up with your class 4 or 5 years later? For instance, has anyone 
thought of opening the doors to medicine for nurses of a more mature age? 

SIR GEORGE GODBER: This is done to" a very bmited extent, not 
enough, I think. But the Southampton Medical School, which is one of 
Britain's new ones, has shown awareness of this. I would not like to be tied to a 
figure, but my recollection is that Donald Acheson told me that something of 
the order of 20 percent of their intake comprised people like this. Possibly my 
wife could answer that figure? / 

LADY GODBER: I do not know. 

DR. TH©MAS D. DUBLIN: Sir (^orge, I have thoroughly enjoyed this 
series of seminars on th*e National Health Service Act. I do' have one interesting 
new datum that may be of interest to you. I have just been able to assemble 
sortie America;! Medical Association tabulations. The net gain of physicians 
between 1967 and 1973 who had their education in the United Kingdomfand 
who are now part of or are members of our practicfng profession here in the 
United States, is about 54 per year. In other words, the rate of increase has been ) 
very modest in terms of migration of British-educated^ physicians to thir 
country. This is contrary to some of tKe fears expressed by many that you have 
beep losing a significant number of your physicians to the United States. 

SIR GEORGE GODBER: m have lost rpore to Canada and Australia, 1 
think. 

DR. DUBLIN: Thespther point I want to raise is one you may have touched 
on, but if you have, I missed it^ indication. We in this country and in Canada, 
and I believe in many other places, are coping with the extremely difficult 
problem of arriving at valid estimates of what is an optimal ratio of physicians 
to population. We now realize that this cannot be done arbitrarily .in terms of a 

■ \ ' 

146 



total number of physicians because so much depends on the distribution in 
terms of specialty. And you are now calling general practice in England a 
specialty as the Merrison Commission proposes it be designated. 

In the United States we find such suggested disparate ratios as something Of* 
the order of 6 per 10,000 or 60 pef 100,000 .physicians fof primary care, and 
ranging up to twice that figure, 130 per 100,000. In your experience in the 
United Kingdom, where you have observed the operation^ a general practice 
in the community, where a patient's primary care services are delivered through 
the general practitioner, \^^s9f are you currently estimating as an ideal or 
optimal ratio of general practitioners or primary care physicians per unit of 
population? * ' 

SIR GEORGE GODBER: We have no clear estimate of that kind. If I were 
to give a personal guess, I would hope to see an 'average of 1 to 2,000, not J to 
2,400 as now. So that mpans that I am hoping to see a considerable* addition to 
the number of general practitioners. I believe it very dimcult to make 
comparisons between Britain and the United States because we do not think of 
primary care in, the same terms at all. We dp not really like the term primary 
care very much, because we think of it much more as primary and continuing 
care, with the continuing part being the most important. We also have, with 
.our sharp separation of the specialties and the consultant grade, a rtiore 
compact and (I mi^t as well say it) on average a more highly-trained group of 
people doing the specialist work. I do not mean that your top specialists ar-e 
not above our top, or below, or things like that, we keep the hospital specialist 
work under the control of a more x;ompact 'group that has had longer training. , 
Whether that is good or bad, someone else must work out. . ^ ' 

In this set up we have the generalist providing continuing care to a fairly 
stable population and the, hospital-based specialist working in a stable district, 
based on the district general hospital as the single suppber in the district. I 
believe "we ought to be able to reach a more simplified and more rational basis 
of staffing than it will be possible to reach with the presently-envisaged pattcan 
of planning of manpower development in the United States. I think iois just a 
^ practical fact oT life that you will not be able to produce such a tidy Ibrmula. 
Of course, it may be wrong to have a tidjiformula: I do not necessarily claim 
that as a virtue. We ought, eventually, to be able to produce a clear estimate of 
requirements. 

It depends to some extent on whether there is any limitation in the 
development of more and mpre highly specialized work. Are we going to stop 
doing coronary artery transplants or reduce their number? Is someone going to 
come up with more effective and more specific chemotherapy for the 
treatment of cancer? There are all sorts of things such as these that one^cannot 
really foresee. 

DR. 'DUBLIN: This may be an appropriate topic for another series of 
discussions and seminars, but it does seem to me that if you are usihg the figure 
of I physician (general practice physician) to 2,000 population, you are 
expecting your physicians to worlc much longer hou{s and provide a much 
more extensive kind of care than what we seem to be a})le to expect fropf oui; 
own physicians. 
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SIR GEORGE GODBER: Not necessarily. Your people find more work to 
do. This is where Parkinson's Law comes in. But our kind of general practice is 
quite different from yours; it has greater continuity. It therefore has less 
frequent ^occasion for prolonging a consultation. It does not elaborate' 
investigation in general practice because if one wants an elaborate^nvestigation, 
there is a place to get that done and a man to do it. 

This is the British way of looking at it. I am not trymg to implant it; I could 
riot foresee such a system in tke United States. This is a reason why what w^ 
are proposing to do will not impose unreasonable time burdens on general 
practitioners. There is an on-^oing study on general practice by the Royal 
College of General ft-actitioners called "Kesent State and Future Need." And 
the estimate is that in a fairly large sample of good general practices, the 
average expenditure, of time in contact with patients wa^ 42 hours a week. 
jThere is a lot more to medicine than being in contact with patients, of coyrse. 
There is a lot of learning to be done all the time. There is not so much business 
management of the practice as in the United States because our system jioi^S^ 
not need it. The 42 hours is not the \otal of a man's medical work, but it is not 
an unreasonable burden. I do not believe you can justify the kind of judgment 
you we(e making about the hours required. * 

DR. DUBLIN:. I am sorry tf I gave you the impression I was making a 
judgment. I think my approach to this problem is that we do ijo^ as yet have 
the tools to make valid judgments. What I am trying to do is assemble in my - 
own mind as much information on which judgments are being made, and which 
may ultimately remain on political j/vei, both in your country and ours, 
without the introduction of the finite measurements that I think are possible 
and are desirable. 

SIR GEORGE GOD^BER: If you are going to use building blocks they must ' 
be matching ones; and the British building blocks do not match your situation. , 
You cannot extrapolate from them very easily. ^ 

MS. MAGDALENA MIRA^JDA: Sir^ George, are there ratios within the 
context of the assumption of some specific tasks and roles „being played by ^ 
others, like nurses and social workers? / ' ^ 

SIR GEORGE GODBER: Yes, of course. 

MS. MIRANDA You know, your expectations of tasks that are engaged 
by doctors. ' j ^ 

klR GEORGE GODBER: I may be wrong in saying that it should be 1 to 
2,000. It may be that with the increasing part played by nurses in general 
practice, it wil| be quite satisfactory to go on at the present level. But I know 
that there are places where I would estimate the level of available attention to 
be too low, where there may be but 1 d9Ctor to something nearer 3,00Q 
persons.. ^ 

All the time we are working on averages, and some of the doctors are over 
'60 years old and possibly a little reluctant to get up in the middle of the night. 
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Not that it often happens in general practice, but it might be dangerous in the 
car, too. " , * 

DR.-DUBLIN:\In \\^ country , in certain^as, we are caught with less than 
1 physician per 2,500 populations ^ . # 

SIR GEORGE GODBER: You would be quite right on my figures, wouldn't 
you? Because \ physician does not provide all the services to 2,500 people. In 
addition to the 1 general practitioner, in Britain oge would tmxt in roughly 
one-and-a-quarter doctors working in hospitals: * • 

DR. DUBLIN: In your system. ^ 

SIR GEORGE GODBER: In our system, yes. But this is beca^fse we are 
using a compartmented method of delivenng medical care. We are using 
building blocks tljat fit together, and they are meant to. 

LADY GODBER. I would like to ask a question due to the fact that one 
woncj^ whether it is your view that a doctor who has 2,000 patients 'on his 
list has 2,000 ill people, which he does not. What is the average number of the 
2,000 who visit the doctor? Can you give any sort of approximate answer? For 
that could make the doctor's time much more busy if he saw his 2,000 patients 
often. 

^ SIR GEORGE GODBER: Let us assume that the average consultations of 

- general practitioners is four per person per year, or a little more. Of th9se, 
three-fourths or more will be at the doctor's office. M'ost of the visits will be 
follow-up attention for jJeople whom he knows very well already, and who do 
A^t need a great deal of further investigation, and he will be backed up by the 
nurse's attention. In facti only two-thirds of the 2,400 ^patients will see the 
^octor at all each year. The people making the heavier tails on him are the 
Dple over the age of 65,^nd even more those over the age of 75. He gives 
about two services a year more to those over 65 than he gives to those under 
age 65.^ . . j 

MS. KATHRYN ARNOW: Does th^t mean the pediatrician has the medical 
'^care of the younger ones? Or d'o they not do well-baby visits or things of that 
sort? ^ . • • ^ 

SIR GEORGE GODBER: No; the general practitioner may or may not be 
doing the well-bal^y care. This vanes with doctors; those who are interested in 
it do this v^ork. More of this is done by public-health nurses than by 
p)ediatricjans, but there is a group^-ef^ctors still working in well-baby clinics 
and providing some of the services in that area. 

DR. MILD D. LEAVITT: Any other questions? With this afternoon's 
presentation, pur afternoons with Sir George come to a close. On behalf of all 
of those of us who have joined you. Dr. Godber, may I express our deep 
appreciation for your excellent review of the British National Health Service. 
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We have truly enjoyedit. Dr. Godber is going to be occupied, I think, for some 
time in the future in the development of the written material that will come 
from these preserttations. 

SIR GEORGE GODBER; Thank you very much, Dave. I thank all who so 
faithfully came and listened to so many wor(^. 
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EPILOGUE 

A|ibmplete bibliography on the National Health Service would be very long 
and is not^ attempted. The talks were prepared from the limited reference 
material taken to the N.I.H. for a stay as Scholar-in-Residence at the Fogarty 
Center,' supplemented by use of the library resources there. Much is contained 
in' the Heath Gark Lectures for 1973, The Health Service. Past, Present and 
Future y University of London, Athlone Press; and the Rock Carling Monograph 
fSr 1 974, Change in Medicine, Nuffield Provincial Hospitals Trust. For much of 
th? earlier material and more particularly the .way in which some factors came 
together to produce change, reliance had to.be placed on memory. There is, 
however, an admirable source book in Rosemary S\tytT\i' Medical Practice in 
Modem England, Yale University Press, 1966. A useful review of ihe legislative 
background is contained in Documents on Health and Social Services; 1834 to 
the Present Day, by Brian Watkin, Methiien, 1975, although some of the 
interpretation of events is disputable. However; there is no real alternative' to 
returning to some of the contemporary papers for much factual material. 

Official reports (annual or the product of special committees or commis- 
sions) usually contain all the figures, but thefconstitute a maze through, which 
few people have time to thread their way. As a result misquotation is common 
and seldom corrected, and misinterpretation is often widespread. Nevertheless 
some of the annual reports do provide over periods oT many years figures 
which individually mean little but in sequence do provide a guide to progress. 
Searching th§ reports of a series of years is simplified if standard tables are used, 
over long periods ajid the following five series of reports are particularly 
useful in this way. The Ministry of Health, later the Department of Health and 
Social Security, has published an Annual Report which is presented to 
Parliament. The figures it provides are not easy for the uninitiated to find but 
are particularly valuable as giving the earliest record of certain service activities, 
numbers of staff, expenditure and capital development. They can trap the 
unwary over the distirtction between "health" arid "personal social," and over 
the discontinuity which occurred at tbe time of the separation of responsibility 
for Wales, but they are basic figures and the text may contain the only means 
of gating some kinds of changes. The series is published by H.M. Stationery 
Office from which it can be obtained. Since 1969 HMSO has published for the 
department a better presented Digest of Health Statistics, now relating to 
England but with some tables which give^^mbined figures for England, 
Scotland and Wales. This digest gives sctoe figures going back 10 years and a- 
few back to 1949, and it includes some basic vital statistics as well as 
considerable information on finance, manpower and activities in the various 
jJRalth fields. It is an easier form of re/erence.than the annual reports unless 
particular detail for a year is required. The series now appears under the title 
Health and Personal Social Services Statistics for England. The Scottish Home 
and Health Department also publishes an Annual Report as now does the Welsh 
Office. 



A publication of the Government Statistical Service, called Social Trends, is 
also published J)y HMSO and often contains valuable material relating to the 
health field. ^ . - * 

# The Chief Medical Officer of the Department of Health and Social Security 
4)ublishes an Annual Report under the title On the State of the PtMic Health. 
This series goes back to 1856 and contains a commentary on the hwlth 
situation compatible with its title. Over the years it has provided an*account of 
health progress in England and earlier Wales also. It includes contributions on 
nursing, dentistry and pharmacy and considerable data about mortality. It is a 
professional account without a pohtical purpose. As CMO to the Department 
of Education he formerly published a separate report, On the Health of the 
School Child, ^ , ^ * 

The Medical Research Council publishes an Annual Repi>rt on its activities 
including position papers^on research in special bigmedical fields. 

The Ceat|al Health Services CoundUpublishes an annual report whiclfis laid 
before Parliament. Its series of special reports by^ subcommittees ha* been more 
widely influential ir>. bringing about * professional change, mainly in the 
organization of medical, nursing, dental or pharmaceutical practice. One of the 
standing committees produced -a series of memoranda for general practitioners 
which helped to bring about important changes in practice over hemolytic 
disease of the newborn, management of spina bifid^, for example. All these 
reports are obtainable from Her Majtsty'9»Statibnery Office or the Department 
of Health and ^fln Security. 

Many special reports have b6en produced by ad hoc committees or 
commissions. The most important are tHe Willink Report on the number of 
doctors (1956), the reports bf the three Royal Commissions on Menial Jiealth 
(1957), Medical and Dental Remuneration (1960) and Medipal Education 
(Ii968), the earher report by.^e Goodenough Committee'-^on Medical 
Education (1944) and the report of .the Merrison Committee on Regulation of 
the Medical Profession (1 975) so far as medicine fs concerned; and a number of 
special 'reports on Nursings Salmon 1966'and Briggs 1973; Pharmacy and 
Pharmaceutical Services, Hinchcliffe, Sainsbury, Noel Hall; Scientific Seryices, 
Zuckerman 1971. , ^ ' 

A Hospital Advisory Service Was established ii^ 1969 to provide advice after 
review visits to establishments for long-stay care in the hospital service? The 
director of this service publishes an independent report addressed to the 
responsible Minister. The service was the result oT the investigation by special 
commissioners of serious iiefects reported in part^icular hospitals and these 
reports also were publish^. ' . . . 

After the Thalidomide tragedy a new systen^ of control^of new drugs was 
introduced, fiht through a committee operating without statutory powers ai\8^ 
later through a Medicinfes Commission set up under statute. These bodies also 
published their own annual reports and their work was for the whole United 
Kingdom. ' ^ , 

A series of special rpports^on Public Health and Medical Subjects, later 
Health and Social Subjects, has existed since 1?20 and is published by HMSO. 
The most relevant to these conversations have been tl;ie series reporting the 
Confidential Enquiry into Maternal DeaAs, an enquiry into, Post-Neonatal 
'Deaths and a series of reports by panels offhie Committee on Medical Aspects 
of Fo»d Policy. ^ 



J / % 

The iRegistrar Geilerars Department provides ayseries of annual statistical 
studies from which most of the information on morbidity and mortahty was 
drawn and also undertakes the pr6tessmg of the Hospital In-patient Enquiry 
from which ur\ique information about clinical services in hospital can be 
^ drawn. Special studies such as those in general practice are also published^. 
' These afe the main official publications but there have been many others 
about the organization of the National Health Service, beginning with the 
Government White Paper, A Health Service for the Nation in 1944, the 
National Health Service Act of 1946 and various subsequent amending acts. 
The reorganization was presaged by a Green Paper (that is, a discussion paper, 
not settled policy) m 1968 arfd a second Green Paper in 1969, followed by a 
short consultative document in 1^71. There were also published plans of great 
importance on the Hospital Building Program in 1962 and Health and Welfare 
inl963' 

It would^i)e impossible to list all the non-official publications, though some 
have bean of no less importance than the best of those fromofficial sources. A 
joint effort of the*Health Departments and tl^e Nuffield Trust led to the 
conduct of regional surveys of^all non-psychiatric hospitals during the period 
1943 to 1945 and these reports were published by HMSO, giving a sort of 
Domesday Book of the hospitals. The British Medical Association had set up its 
own Planning Commission, before the jTirst White Paper. One of the mosf 
'important contributions made by- the profession to further development was 
through a Commission which published in 1962 A Review of the Medical 
Services in Great Britain, urging unification of the admirliftrative structure. 

Various jeports on general practice have been published by Collings, by 
Hadfield and by YaylOr in the early years, but the most important factual 
information is contained in two reports in collaboration with the Registrar 
General's Department (now Office of Population Censuses and Surveys) and 
three editi^s of a report on Present State and Future Needs of General 
Practice, .the Cdllege has published other reports on a wide variety of aspects 
of general practice. The'other Royal Colleges have'"also j)ublished reports on 
their own specialties and.bn specialty trainirjgs. ^ 

* The Nuffield Pro^ncial Hospitals Trust has published a long senes of studies 
*on many health service 'problems, most of them direc^fd toward analysis of 
possible progress in the service including- such subjects as screening and research 
within the National Health Service. The series of Rock Carling monographs in 
memory of one of the early leaders in National Health Service planning and a 
collection of essays by younger doctors Qjfttitled Specialised Futures are in a 
different vein but give valujH)le insights int(Hlie Service's development. 

The use of working parties set up jointly by the professio^^ind the Health 
Ministers has led to reports on hospital medieal sj^aff, the three "Cogwheel" 
reports on the organiz^jtron of medical work in hospitals and most recently to a 
report on some a^rpScts of general practice. 

There have been, many books or short monographs including Medicine and 
Politics by a former- Minister, Mr. Enoch Powell; Rationing Health Care by 
Mic||^l Cooper , iSocial Policy by Rlchsndlitmuss, Regional Development and 
)SociSfPolicy frx)m the Centre for Studies on Social Policy and from the same 
centre^ Social Policy and Public Expenditure and Inflation and Priorities, 
Complaints Against Doctors by Rudotph Klein is a useful commentary on a 



•subject included ia the report of jthe fbavies Committee on Complaints 
Procedures. V_ 

A recent contribution to the comparison of health serVices in>4eveloped 
countries, giving useful statistics, is a McKinsey Report by Robert Nfaxwril, 
Health Care; The Growing Dilemma. A New Perspective on the Health of 
Canadians, by M. Lalonde; and Health and Modem Australia, by Basil Hetzel,. 
are also important for comparisons. 

- The list could be endless, but this is an ouiine of sources. ' 
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